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ABSTRACT 
 This doctoral project presents the basis for the development and evaluation of 
the Eagles Wings Exercise Program. Eagles Wings was designed for Veterans with 
Post-traumatic Stress Disorder (PTSD). Evidence of the common trauma-focused 
treatments shows that their effectiveness is limited.  The Eagles Wings program draws 
from theories and evidence of the therapeutic contribution of decreasing stress through 
physical exercise to promote relaxation, body awareness, and proper protective 
reflexes. Eagles Wings includes a protocol-based 8-week program of weekly group 
exercises along with a home exercise program. The program will be evaluated using 
formative and summative evaluations. A single-case design study will be conducted to 
identify changes in PTSD symptoms, psychosocial functioning, and resting heart rate. 
Study findings will be disseminated to stakeholders, including end-users (veterans), 
family members, and decision-makers at the U.S. Department of Veterans Affairs. To 
keep the program accessible and at a minimal cost for participants, program funding will 
be secured from local sources such as nonprofit organizations that serve Veterans and 
crowdsourcing. The developer hopes that this program is found to be effective and is 
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CHAPTER ONE - Introduction 
Introduction 
The lives of many military Veterans are negatively affected by Post-traumatic 
Stress Disorder (PTSD) (Fulton et al. 2015; Goldberg et al., 2016; Kang et al., 2003). 
Participation in military combat increases the likelihood that military personnel will 
experience PTSD (Wisco et al., 2014). Some Veterans choose not to participate in 
treatment for PTSD due to concerns about the negative stigma of mental health 
treatment, while others believe it won’t be effective or have concerns about side effects 
of medication (Tanielian et al., 2008). Trauma-based treatments are considered the most 
effective treatments (U.S. Department of Veterans Affairs/Department of Defense 
[VA/DoD], 2017). However, trauma-based treatments involve recalling the traumatic 
event, which may cause distress. Therefore, some Veterans choose not to participate in 
treatment (Stecker et al., 2013; Keller et al., 2016) or they drop out (Hundt et al., 2018; 
Eftekhari et al., 2013) before completing treatment. Even when they do complete 
trauma-based treatments, almost half of the Veterans with PTSD are still not cured 
(Eftekhari et al., 2013).  
Occupational therapists may be able to play a role in helping Veterans with 
PTSD by looking at PTSD through a different lens than most mental health practitioners. 
Occupational therapists help people to participate in everyday activities. Occupational 
therapists are qualified to teach stress management and sensory processing related 
techniques to help people manage symptoms of PTSD (American Occupational Therapy 
Association [AOTA], 2015). Building on this occupational therapy role, the Eagles Wings 
exercise program is a free community-based program for Veterans that aims to 




research study will be conducted to determine the effectiveness of the program to 
reduce PTSD symptoms and improve psychosocial functioning.  
Post-traumatic Stress Disorder Overview 
 Post-traumatic Stress Disorder is caused by direct or indirect exposure to a 
traumatic experience. People with PTSD may experience upsetting memories, 
nightmares, flashbacks, and emotional distress or physical reactivity after exposure to 
something that reminds them of the traumatic experience. Symptoms may include 
irritability, aggression, risky or destructive behavior, hypervigilance, heightened startle 
reaction, difficulty concentrating, and difficulty sleeping. The person affected by PTSD 
may have a negative outlook, feel isolated and experience a decreased interest in 
activities (American Psychiatric Association, 2013). PTSD affects quality of life, such as 
relationships, job performance, participation in community activities, physical health, 
enjoying free time and finding purpose in life (Karstoft et al., 2015; Ramchand et al., 
2015). 
A large number of U.S. military Veterans are affected by PTSD. The more 
combat that military personnel are exposed to, the higher likelihood they will have PTSD 
(Wisco et al., 2014).  
PTSD prevalence estimates range from 10.1% of Gulf War Veterans (Kang et al., 
2003) to 23% of Veterans of the wars in Afghanistan and Iraq (Fulton et al., 2015). 
Approximately 17% to 22% of Vietnam war combat Veterans continued to experience 
PTSD symptoms more than 30 years after the end of the war (Goldberg et al., 2016). 
The fact that so many Veterans are still experiencing distressing symptoms of PTSD 
decades after the end of the war highlights the significant long term effects of trauma 




Barriers to Treatment 
Current treatments are difficult for some Veterans to tolerate. The Veterans 
Administration/Department of Defense (U.S. Department of Veterans Affairs/Department 
of Defense, 2017) recommends trauma-focused therapies as the most effective 
treatment for PTSD. Unfortunately, these therapies, most of which involve recollection of 
the traumatic experience, may cause increased distress leading to dropout (Hundt et al., 
2018; Eftekhari et al., 2013). Some Veterans won’t even start trauma-focused treatment 
because they fear that it will increase their distress (Stecker et al., 2013; Keller et al., 
2016). Some Veterans believe that mental health care will not be effective, while some 
are concerned about the side effects of medication (Tanielian et al., 2008). Veterans 
who can't tolerate the distress of recounting their traumatic experiences need other 
options to decrease symptoms and increase engagement in life. This problem led the 
author of this doctoral project to search for approaches to PTSD treatment that don’t 
involve recalling the traumatic experience that caused the PTSD symptoms. 
Current treatments focus more on the psychological aspects of PTSD than on the 
physiological aspects. However, physiological aspects have an important influence on 
PTSD symptoms such as increased arousal and reactivity as well as dissociation. The 
Eagle’s Wings exercise program focuses on the physiological aspects of PTSD by 
addressing overactive protective reflexes that are involved in the fight/flight/freeze 
response. Research will be conducted with the goal of providing evidence that the 
Eagle’s Wings exercise program is an effective treatment for PTSD in Veterans. The 
desired outcome is to decrease PTSD symptoms and increase functioning in romantic 
relationships; family relationships; work; friendships and socializing; parenting; 




Domain of Occupational Therapy Practice 
PTSD affects the individual’s ability to participate in the occupations of rest and 
sleep (sleep participation), work (job performance), and social participation as identified 
in the AOTA Occupational Therapy Practice Frameworks (AOTA, 2014). Occupational 
therapists teach strategies such as stress management, relaxation techniques, and 
sensory processing-related techniques to help people manage PTSD symptoms and 
reduce triggering of hypersensitivity, dissociation, and flashbacks (AOTA, 2015). 
Unfortunately, there are few studies quantifying the effects of occupational therapy on 
Veterans with PTSD. Without strong evidence for the effectiveness of occupational 
therapy treatments for Veterans with PTSD, they are less likely to receive these 
potentially helpful treatments. 
The Proposed Solution 
Eagles Wings Exercise Program 
The Eagles Wings exercise program will be offered free of charge to six to eight 
Veterans with PTSD. The goal of the program is to improve PTSD symptoms and 
psychosocial functioning through physical exercise. The program will involve one in-
person group exercise session per week led by this author and four days per week of 
exercises performed independently by Veterans in their homes.  
Exercises will be used to counteract the effects of fight/flight or freeze responses 
through increased body awareness, relaxation, modulation of heart rate, and proper 
functioning of protective reflexes. Body awareness is expected to increase due to 
sensory input to muscles and joints during exercise. Better body awareness is expected 
to decrease dissociation and trouble moving that are seen during the ‘freeze’ state 




decrease the muscle tension and elevated heart rate that are associated with the 
‘fight/flight’ state (American Psychological Association, 2019; Kozlowska et al., 2015)  
Improving the functioning of protective reflexes is expected to give Veterans the 
feeling of being able to protect themselves, thereby decreasing stress. Based on 
Svetlana Masgutova’s theory, the stress brought on by a traumatic experience can 
repeatedly trigger dysfunctional protective reflexes. When the protective reflexes are 
dysfunctional, they don’t act correctly to protect the body, so there is increased stress. 
This leads to a cycle of stress (Masgutova & Masgutov, 2015). By improving the 
functioning of protective reflexes, stress is expected to decrease.  
Proposed Research Study 
A single-case design study will be conducted to determine the effectiveness of 
the Eagles Wings Exercise Program to improve participants’ PTSD symptoms and 
psychosocial functioning. Baseline data will be collected for eight weeks prior to the start 
of the program while participants carry on with their lives as usual. Then data will be 
collected for eight weeks while participating in the Eagles Wings program. Follow-up 
data will be collected three months after the end of the program. Changes in PTSD 
symptoms will be measured using the PTSD Checklist for DSM-5 (Weathers et al., 
2013). Psychosocial functioning in the areas of romantic relationships; family 
relationships; work; friendships and socializing; parenting; education; and self-care will 
be measured using the Inventory of Psychosocial Functioning (Marx, et al., 2020). These 
two standard questionnaires will be given at the beginning of the baseline period, 
beginning of treatment, end of treatment, and three months after the end of treatment. 
The Short Post-Traumatic Stress Disorder Rating Interview (Connor & Davidson, 2001) 




periods. Data from the Short Post-Traumatic Stress Disorder Rating Interview will be 
charted to determine changes in symptoms. Symptom change will be verified through 
use of the PTSD Checklist for DSM-5. A pulse-oximeter will be used each week to 
collect information about resting pulse (heart rate). At the end of the program, 
participants and a designated friend or family member will answer targeted and open-
ended questions about various aspects of the program. Their input will be used to modify 
the program for future use as needed.  
Layout of the Doctoral Project 
In this doctoral project, I present the development of the Eagles Wings program 
from the initial stages of understanding the problem to designing, implementing, testing, 
and disseminating the proposed solution. The theoretical and evidence base to explain 
the problem that this doctoral project aims to solve are presented in Chapter two. 
Chapter three contains an overview of current approaches and methods being used to 
treat PTSD. Chapter four describes the Eagles Wings exercise program rationale and 
components. Chapter five outlines a plan for evaluating success of the program. 
Chapters six and seven will lay out the plans for funding the program and dissemination 
of study findings. Conclusions describing the significance of the Eagles Wings exercise 





CHAPTER TWO - Project Theoretical and Evidence Base 
Introduction 
 
In this chapter, I present an explanatory model of the symptoms of PTSD and their 
influence on a person’s participation in meaningful roles and activities. A theoretical 
explanation of how trauma becomes PTSD and the Defense Cascade model will be 
presented to explain the biological process and outcomes of stress. Finally, a synthesis 
of findings of a literature review will be presented including evidence on associations 
between PTSD and exaggerated startle and/or stress responses and evidence of 
associations between PTSD and participation in meaningful roles and activities. 
Figure 2.1.  
 
Explanatory model of the effect of an exaggerated stress and startle response on PTSD 






The Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5) 
sets forth criteria for a diagnosis of PTSD (American Psychiatric Association [APA], 
2013). PTSD begins with exposure to a traumatic experience. As a result, the person 
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experience. The person with PTSD tries to avoid reminders of the traumatic event such 
as certain places, objects, thoughts, memories and feelings. There are changes in 
thinking and mood as well as changes in arousal and reactivity, such as angry outbursts, 
self-destructive behavior, hypervigilance, exaggerated startle response, trouble 
concentrating, and trouble sleeping. Dissociative reactions, such as flashbacks, may 
occur in which the person feels that the traumatic experience is happening again. The 
specifier “with dissociative symptoms” is added if a person meets the criteria for PTSD 
and also has persistent or recurrent dissociative symptoms, either depersonalization 
(feeling detached from one’s own mental processes or body) or derealization (feeling 
that one’s surroundings are not real; APA, 2013). 
 In the DSM-5, one of the criteria for a diagnosis of PTSD is that the person must 
have two or more of the following “marked alterations in arousal and reactivity 
associated with the traumatic event” (APA, 2013, p. 272): 
1. Irritable behavior and angry outbursts (with little or no provocation), typically 
expressed as verbal or physical aggression toward people or objects. 
2. Reckless or self-destructive behavior 
3. Hypervigilance 
4. Exaggerated startle response 
5. Problems with concentration 
6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep).  
As seen in the following scenario, an exaggerated startle response can make other 
symptoms of PTSD worse.  
John, is a war Veteran with PTSD who startles easily to sudden, loud noises. Not 




alert to possible danger (hypervigilance). In this scenario, it’s a Sunday afternoon 
and John has gone out to do a few errands. While driving to the store, someone 
honks their horn and he jumps, with heart pounding (exaggerated startle). Once 
in the store, he is walking down an aisle past a woman when she suddenly yells 
at her child to stop touching the merchandise. John’s heart races, with hands 
sweating (exaggerated startle). Just one more errand and he can go home. He 
goes into the post office to mail a package and the clerk accidentally steps on a 
piece of bubble wrap, sending him into a protective fetal position as he ducks 
down to avoid danger (exaggerated startle). Embarrassed and exhausted, he 
heads home. When he walks in the door, he tells his wife “You can do your own 
errands next time! I’m not your slave!” (Irritable behavior and angry outbursts). 
He sits down to pay the bills, but has trouble concentrating on the task (problems 
with concentration) because his body is still tense. The family had planned to go 
to the movies after supper, but John is too tense to go. His wife takes the kids 
herself, disappointed but also relieved that she can get away from John’s anger. 
John heads to bed, but he can’t get to sleep (sleep disturbance) because he is 
restless and anxious.  He decides that he needs help settling down, so he has a 
beer. It doesn’t help, so he has three shots of vodka. Still not feeling better, he 
decides to go for a short drive (Reckless and self-destructive behavior). 
Returning home, he sleeps for a few hours, then he gets up for work.  His 
employer tells him that he is concerned that the quality of John’s work has 
decreased and that he has been absent an excessive number of days. In 
addition, his coworkers are starting to complain that he is constantly ‘on edge’. 




reaching effects, both directly and through their influence on other symptoms of arousal 
and reactivity.  The PTSD symptoms of hypervigilance, re-experiencing, and avoidance 
are related to unpredictability, with people with PTSD having an increased startle 
reaction to unpredictable (but not predictable) threat when compared with healthy and 
generalized anxiety disorder controls (Grillon et al., 2009). Exaggerated startle and 
stress responses can affect meaningful roles such as being an employee, husband and 
father. They can also affect participation in activities, such as playing with one’s children, 
going to the movies, driving, and shopping. 
Conceptual Framework 
A psychobiological approach is helpful to understand how PTSD develops and 
some of the resulting difficulties, and will be explored in this section. First, the process by 
which a traumatic event becomes a chronic condition (PTSD) will be reviewed, followed 
by the defense cascade theory and resulting responses and behavioral outcomes. 
How trauma becomes PTSD (Bryant, 2016)  
Not every traumatic event turns into a chronic condition of PTSD. Bryant (2016) 
describes three main mechanisms that may play a role in the transition from a traumatic 
event to chronic PTSD: Fear conditioning, failure to retain extinction learning, and 
sensitization. Fear conditioning is the most well-known mechanism. Fear conditioning is 
a type of classical conditioning, wherein stimuli surrounding the traumatic experience 
become linked with fear. One example of fear conditioning is a service member surviving 
a bomb explosion and later experiencing fear when fireworks go off. Another example is  
someone who was attacked at night becoming fearful of leaving their house after dark.  
The second mechanism is failure to retain extinction learning. Extinction learning 




remaining safe. The survivor learns that the stimuli surrounding the traumatic experience 
actually represent safety rather than danger. For example, the person who was attacked 
at night goes out at night and remains safe. Failure to retain extinction learning is the 
inability to eliminate the connection between stimuli associated with the traumatic event 
and the traumatic event itself. The third mechanism is sensitization. Sensitization reflects 
an increased response to stressors after a traumatic event. 
The Defense Cascade (Kozlowska et al., 2015) 
The defense cascade (Kozlowska et al., 2015) is the physical protection 
mechanism of the body under extreme stress. It outlines four types of responses to a 
stressor. Arousal/orienting is the initial reaction to a stimulus. It involves activation of the 
sympathetic nervous system to prepare the body for action through an increase in heart 
rate and respiration rate as well as increased muscle tone in the back and postural 
muscles. Two types of behavioral outcomes are flight or fight and freeze reactions. Flight 
involves an escape from a traumatic situation or from an environment that provokes 
thoughts or bodily feelings that remind the person of past trauma. The fight state 
involves overwhelming rage.  
The term freeze has been more difficult to define and is the least agreed upon 
among researchers. It is thought to occur when sympathetic arousal reaches a certain 
point, and flight or fight is not perceived as possible. Two terms that researchers 
describe in this category that apply to humans are tonic immobility and collapsed 
immobility. Tonic immobility involves an inability to move or scream, although the person 
remains conscious and usually has a vivid memory of the traumatic event that caused 
the freezing.  It can happen when standing, seated or lying down. Some researchers 




of derealization and depersonalization. Collapsed immobility is similar to tonic immobility, 
but there is less blood flow and oxygen going to the brain. This leads to a compromised 
or total loss of consciousness. All of the above responses can affect participation in daily 
activities such as work/school performance, relationships, and sleep.  Problems related 
to the defense cascade are addressed in this doctoral project.  
Search Parameters  
 A thorough search of the literature was conducted to answer the question “What 
is the evidence that a person’s traumatic experience (or PTSD) increases the likelihood 
of having an exaggerated startle response and/or stress response?” The APA PsycInfo 
database was searched using the key words PTSD OR posttraumatic stress disorder 
OR post traumatic stress disorder OR post-traumatic stress disorder; startle; AND 
incidence or prevalence or epidemiology or frequency or statistics. There were 35 
results. Another search of APA PsycInfo conducted using the key words PTSD OR 
posttraumatic stress disorder OR post traumatic stress disorder OR post-traumatic 
stress disorder AND “startle reflex” yielded 67 results. A Google search for “PTSD stress 
response” yielded 40 results. PubMed was searched for the terms PTSD fight or flight, 
with the first 60 items reviewed when sorted by best match. PubMed was then searched 
for the terms PTSD “stress response”, with the first 40 items reviewed when sorted by 
best match. Lastly, PubMed was searched for the terms PTSD defense cascade, with 11 
results. Peer-reviewed, English-language studies were chosen based on their relevance 
to the question. The results of the search of the literature are reported below.  
Evidence of the Influence of Combat Exposure as a Traumatic Event 
Veterans who are exposed to combat are more likely to have PTSD and 




severe trauma. In a review of research studies by Ramchand et al. (2015), many studies 
showed a relationship between combat exposure (active fighting in a war) and PTSD. 
They noted that “combat exposure is the strongest predictor of mental and behavioral 
health problems in this cohort” (p. 37). Prigerson et al. (2001) also discovered that men 
who named combat experience as their worst lifetime experience were more likely than 
those with other types of severe trauma to have PTSD, be unemployed, be fired, be 
divorced and abuse their spouses.  As a group, they were 3.6 times more likely to be 
unemployed and 2.8 times more likely to have been fired in the last year than those with 
other types of serious trauma.  
Evidence on associations between PTSD and exaggerated startle and/or stress 
responses 
Influence of the Sympathetic and Parasympathetic Branches of the Central 
Nervous System 
The central nervous system has two branches that operate in opposite modes: 
the sympathetic branch operates in stress (aka “fight or flight”), while the 
parasympathetic branch operates during relaxation (aka “rest and digest”). When a 
person experiences a stressful event, the sympathetic nervous system causes a fight or 
flight response so that the person can either escape from or fight off an attacker. During 
a ‘fight or flight’ response, the heart beats faster and harder; blood pressure goes up; 
more blood goes to the heart, arms and legs; and muscles automatically tense to guard 
against pain and injury (American Psychological Association, 2019).  
Normally, when the stressful event is over, the parasympathetic nervous system 
returns the body to a resting state including decreasing heart rate and blood pressure 




experience stress symptoms, such as increased heart rate and muscle tension, even 
long after a traumatic event is over.  
 Alternatively, sometimes the parasympathetic nervous system becomes 
overactive during or after a stressful event, causing heart rate and blood pressure to 
decrease dramatically (American Psychological Association, 2019). This can result in a 
‘freeze’ state where the person may be unable to move (tonic immobility) or lose 
consciousness (collapsed immobility) (Koslowska et al., 2015). Dissociation is connected 
with tonic immobility (Koslowska et al., 2015). During dissociation, a person may have 
flashbacks in which they feel that a traumatic event is happening again. They may feel 
that their surroundings aren’t real (derealization) or that they aren’t connected with their 
thinking or their body (depersonalization) (APA, 2013). 
Heart Rate 
Increased heart rate is one indicator of stress. When at rest, people with PTSD 
have a higher heart rate than people without PTSD (Buckley & Kaloupek, 2001; Pole, 
2007), with this effect being largest in those with chronic PTSD (Buckley & Kaloupek, 
2001). Some studies of resting HR were done prior to anxiety provoking procedures, 
which could possibly increase HR in people with PTSD. However, Buckley and Kaloupek 
(2001) found higher resting HR in groups with PTSD when compared to groups without 
PTSD even when studies that exposed participants to trauma cues were excluded to try 
to control for anticipatory anxiety and emotional priming. Even so, being fitted with many 
measurement devices could possibly cause extra stress in people with PTSD who are 
already hypervigilant. When exposed to reminders of trauma (Park, et al., 2017; Pole, 
2007) or startling sounds (Niles et al., 2018; Pole, 2007), people with PTSD also show a 




consistent with the actions of the sympathetic nervous system. 
Blood Pressure 
 Blood pressure is not always elevated in PTSD. For example, Fonkoue et al. 
(2020) found similar baseline blood pressure in PTSD and non-PTSD groups. 
Researchers also didn’t see an increase in blood pressure compared to controls when 
combat Veterans with PTSD were exposed to virtual reality combat (Park et al., 2017) or 
when Veterans were exposed to the mental stress of mental arithmetic (Park et al., 
2017; Fonkoue et al., 2020). 
It is important to consider the fact that some people may have increased heart 
rate and blood pressure due to the fight or flight response while others may have 
dramatically decreased heart rate and blood pressure due to the freeze response 
(Kozlowska et al., 2015, American Psychological Association, 2019). Therefore, when 
looking at the average blood pressure of a group of people, one may not see much 
change in blood pressure. However, it is possible that, if you were to look at each person 
individually, you might see increased blood pressure in some people and decreased 
blood pressure in other people in response to stress. This is one reason why I will use a 
single-subject design in my research study. 
Muscle Sympathetic Nerve Activity 
Muscle sympathetic nerve activity (MSNA) can be used as a direct measure of 
sympathetic nervous system activity (Fonkoue et al., 2020). The peroneal nerve supplies 
sensation and movement to the lower leg, foot, and toes (Mount Sinai, n.d.).  Park et al. 
(2017) and Fonkoue et al. (2020) measured direct activity of the peroneal nerve via 
MSNA. They found no difference in MSNA between Veterans with and without PTSD 




PTSD had significantly higher MSNA than non-PTSD groups (Park et al., 2017). Results 
were mixed for non-combat mental stress, with Park et al. (2017) finding significantly 
higher MSNA among PTSD groups when compared to non-PTSD groups and Fonkoue 
et al. (2020) not finding a significant difference. 
Facial Expressions  
Stress can be shown by negative facial expressions. In Pole’s (2007) meta-
analysis, he found the most robust response measure to be negative emotions 
expressed on faces (as measured by EMG) when exposed to personal trauma 
memories, with this measure being more pronounced in the PTSD groups. 
Analysis and Summary 
Evidence has been provided here illustrating that groups of people with PTSD 
have greater sympathetic stress reactions than control groups. This was shown by 
increased heart rate in PTSD groups versus controls when at rest, when exposed to 
reminders of trauma, and when exposed to startling sounds (Buckley and Kaloupek, 
2001; Niles et al., 2018; Pole, 2007). Pole found that heart rate was reliably correlated 
with PTSD across all study types, making it a potentially useful measure for researchers 
(Pole, 2007). PTSD groups had increased direct sympathetic nervous system activity 
compared to controls when they were exposed to virtual reality combat (Park et al., 
2017). Groups with PTSD also had many more negative facial expressions than non-
PTSD groups when exposed to memories of personal trauma. Looking at the faces of 
participants may this author to determine whether participants are in a relaxed state as 
they perform the exercises. 
While biological reactions to stress may help identify certain subgroups within 




diagnostic indicators of whether someone has PTSD (Niles et al., 2018). This is because 
diagnosis of PTSD is not based solely on biological reactions, but also on the amount of 
distress and impairment experienced because of the disorder (Niles et al., 2018; APA, 
2013).  
In summary, research shows that people with PTSD demonstrate increased 
sympathetic nervous system activity as measured by heart rate and MSNA when 
reminded of traumatic experiences. While MSNA is an invasive measure, resting heart 
rate a measure that I can be readily use in my study of the Eagles Wings exercise 
program to determine how the exercise program affects heart rate in Veterans with 
PTSD. If the Eagles Wings exercise program is effective at decreasing heart rate, this 
may decrease distress in participants and improve their quality of life. Since biological 
reactions are not the sole indicators of PTSD, it will be important to also include 
measures of distress and impairment in this study.  
Evidence on associations between PTSD and participation in meaningful roles 
and activities 
Quality of Life 
People with PTSD, especially combat Veterans, have reduced quality of life. A 
study of OEF/OIF Veterans showed that PTSD contributed to decreased mental health 
related quality of life on the 36-Item Short Form Survey (Pittman et al., 2011). A study of 
454 Danish Veterans who had been deployed to Afghanistan (Karstoft et al., 2015) 
showed that those with the highest level of PTSD symptoms had more reintegration 
problems involving dealing with people they didn't know; making and keeping friends; 
getting along with their partners, children and relatives; finding or keeping a job; home 




in community activities; enjoying or making good use of free time; sharing personal 
thoughts and feelings; feeling like they belong in civilian society; and finding purpose in 
life. Ramchand et al. (2015) found that Veterans of Iraq and Afghanistan with PTSD had 
poorer physical health, economic and social outcomes, reported higher levels of suicidal 
ideation and were more at risk of dying by suicide. There are many different definitions 
of quality of life (Olatunji et al., 2007), and it is important to make sure that the 
measurement devices that are chosen measure the factors that are important to the 
researcher.  
Families 
PTSD also affects families of combat Veterans. Manguno-Mire et al. (2007) 
found high levels of psychological distress, depression, anxiety and somatic symptoms 
in partners of combat Veterans with chronic PTSD. Sixty percent of partners felt 
physically threatened by the Veteran, while 15% of partners reported recent suicidal 
ideation. However, it couldn't be determined whether the relationship problems were a 
result of PTSD. Brockman et al. (2016) found that experiential avoidance (trying to avoid, 
escape or alter experiences that engender unwanted thoughts, feelings or memories) in 
particular was associated with less positive engagement and more withdrawal during 
interactions with partners and children. Since Veterans with PTSD often experience 
symptoms of avoidance, they may be less likely to have positive interactions with their 
partners and children.  
Employment 
Studies are not in agreement as to whether PTSD increases the risk of 
unemployment. In a study of 9099 Veterans from all service branches, Horton et al. 




impairments, screening positive for PTSD before leaving military service didn’t 
significantly affect employment status after separating from the military. However, 60.3 
percent of the Veterans were retired and it wasn’t clear whether they were actively 
seeking employment or not. In a study of 169 OIF/OEF Veterans, Cohen et al. (2013) 
found that a prior PTSD diagnosis wasn’t associated with higher unemployment. A study 
of Vietnam Veterans with severe or very severe PTSD found that a higher level of 
symptoms was correlated with a greater chance of being unemployed or working part-
time, with unemployed Veterans scoring 8 to 13% higher on PTSD measures (Smith et 
al., 2005).  
Summary and Conclusion 
In this chapter, the theory and evidence of the origins of the stress response 
were presented. Key components reviewed included the biological influence of 
sympathetic and parasympathetic branches of the central nervous system and their 
presentation in heart rate, blood pressure, muscle sympathetic nerve activity, and facial 
expressions. In addition, the associations between PTSD and participation in meaningful 






CHAPTER THREE - Overview of Current Approaches and Methods 
Introduction 
 Post-traumatic stress disorder (PTSD) is a treatable condition. However, even 
the most effective trauma-focused treatments only help about half of the Veterans who 
undergo them (Eftekhari et al., 2013). Moreover, some Veterans choose not to 
participate in treatments that involve recalling traumatic events or find that they can’t 
tolerate these treatments. There is a need for more effective and tolerable treatments for 
PTSD.   
In this chapter, I present a review of methods that have been tested to address 
the needs of people with PTSD and the outcomes of these trials. The chapter begins 
with a review of the Veterans Affairs/Department of Defense guideline, hereafter referred 
to as the VA/DoD Guideline. Next, the evidence is presented for trauma-focused 
therapies and complementary and integrative health practices. Then an overview of the 
roles of occupational therapy and trauma informed care is presented. Finally, based on a 
critical evaluation of the evidence, a list of guidelines for best practice/proposed 
intervention will be presented.  
Evaluative Summary of Veterans Affairs/Department of Defense Evidence 
The VA/DoD Guideline (U.S. Department of Veterans Affairs/Department of 
Defense [VA/DoD], 2017) recommends individual, manualized, trauma-focused therapy 
that includes exposure or cognitive restructuring over medication or other types of 
treatment for PTSD.  
A number of shortcomings limit the clinical conclusions that can be drawn from 
the VA/DoD guideline. First, most of the studies on which the VA/DoD Guideline is 




review and meta-analysis (Cusack et al., 2016) that informed the recommendation for 
use of exposure/cognitive restructuring stated: 
 “...We recognize the hypothesis that treatments proven to be effective for adults 
with PTSD should be applicable to all adults with PTSD, but we did not find 
evidence to confirm or refute this hypothesis. For example, there was often very 
little evidence from subjects with combat-related trauma that contributed to 
assessments of the efficacious treatments - making it difficult to determine with 
any certainty whether or not findings are applicable to adults with PTSD from 
combat-related trauma.” (Cusack et al., 2016, p. 139).  
Since many Veterans have PTSD from combat-related trauma, it is unclear to what 
extent the recommended treatments will help them. Moreover, when compared with 
studies of other populations, studies of Veterans appear to have smaller effect sizes 
(Watts et al., 2013; Goodson et al., 2011), with studies conducted in VA settings also 
tending toward a smaller treatment response (Watts et al., 2013). There is a need for 
more carefully controlled research to determine whether the outcome of treatment is 
affected by Veteran status (Watts et al., 2013).  
Lastly, there is a concern about the quality of some of the evidence. Bisson et al. 
(2013) expressed concerns with the quality of the evidence in the studies they reviewed 
in their systematic review that was used to inform the VA/DoD Guideline. They stated a 
need for additional well-designed trials that include blinding of assessors, appropriate 
randomization methods, monitoring of adherence to treatment and long-term follow up. 
They also recommended that studies include more detailed consideration of adverse 




There were few studies of Veterans used to inform the VA/DoD Guideline and 
PTSD treatments may be less effective for Veterans than other populations. Therefore, it 
is unclear to what extent the treatments recommended by the VA/DoD Guideline will be 
effective for Veterans with PTSD from combat trauma. While the VA/DoD can only make 
recommendations based on the studies that are available to them, these issues highlight 
the need for well-designed studies of PTSD treatments performed on actual military 
Veterans.  
Trauma-focused Therapies 
The trauma-focused therapies with the most evidence to support their use are 
Cognitive Processing Therapy (CPT); Eye Movement Desensitization and Reprocessing 
(EMDR); Prolonged Exposure (PE), and combinations of these therapies (VA/DoD, 
2017). Goodson et al. (2011) found that exposure-based therapies were likely the most 
effective type of treatment for combat-related PTSD. A review found that individual or 
individual plus group PE or CPT therapy was more effective than only group therapy 
(Haagen et al., 2015). The most common types of trauma-focused treatments and 
evidence of their effectiveness will be described below. 
Cognitive Processing Therapy (CPT) 
 
CPT was found to be effective at reducing PTSD symptoms in military service 
members/Veterans (Haagen et al., 2015), Australian combat Veterans (Forbes et al., 
2012), and U.S. Veterans with PTSD from combat trauma (Chard et al., 2010). In CPT 
the patient is educated about how thoughts and emotions are connected and learns to 
challenge and modify unhelpful “automatic thoughts” related to the trauma (American 
Psychological Association, 2017a). CPT may include writing a detailed account of the 




Eye Movement Desensitization and Reprocessing (EMDR) 
 
EMDR was found to be effective for PTSD in a meta-analysis of PTSD 
treatments not specific to Veterans (Watts et al., 2013), while a review showed that 
EMDR might be as effective as PE for Veterans (Haagen et al., 2015). EMDR uses 
imaginal exposure and cognitive restructuring. In fact, “EMDR incorporates imaginal 
exposure through narration and visualization to process the worst image, emotion, and 
negative cognition associated with the traumatic event, along with a more healthy 
cognitive reappraisal, with bilateral eye movements or other form of bilateral stimulation 
intended to create a dual awareness environment to facilitate processing and relaxation.” 
(VA/DoD, 2017, p. 46-47). Although there is no consensus as to how EMDR is thought 
to work, the bilateral stimulation may help process traumatic memories (Bisson et al., 
2013). Exposure to the traumatic memory and distraction also may play a role in its 
effectiveness (Karatzias et al., 2011).  
Prolonged Exposure (PE)  
 
PE is a form of trauma-focused treatment that takes place during eight to fifteen 
weekly therapy sessions, each lasting one to two hours. The patient is typically taught a 
breathing technique to reduce anxiety. During sessions, the patient recounts the 
traumatic event out loud in the present tense (imaginal exposure) and processes 
emotions related to the trauma in the safe therapeutic environment. A recording of the 
story of the trauma is made so that the patient can listen to it between sessions as well 
as continue to process emotions and practice breathing techniques.  Between sessions, 
the patient also confronts feared situations and stimuli related to the traumatic 
experience in real life situations during in vivo exposure (American Psychological 




An empirical review by Cooper et al. (2017) found strong evidence for change in 
beliefs as a mechanism of change in PE.  Inhibitory learning may lead to belief change. 
When exposed to the stimulus without the traumatic experience, a new association is 
made between the stimulus and lack of trauma/fear/danger, and repeated positive 
experiences strengthen this new memory. Cooper et al. (2017) also found strong 
evidence for between session habituation as a mechanism of change in PE.  Habituation 
can be measured by self-reported decrease in stress.  In PE, habituation is promoted by 
repeated exposure to reminders of the trauma (in vivo experience) and imaginal 
exposure to the trauma memory (imaginal exposure). Habituation dissociates the 
stimulus from the fear response.  Habituation may work in association with other change 
processes such as inhibitory learning, and belief change (Cooper, et al., 2017).  
A review by Haagen et al. (2015) found that PE was effective at reducing PTSD 
symptoms in military service members/Veterans, while a large uncontrolled study of PE 
administered to 1931 Veterans treated in real-world VA settings also found significant 
symptom reduction (Eftekhari, et al., 2013). In real-world VA treatment, 54% of Veterans 
no longer screened positive for PTSD at the end of PE treatment, while 46% of Veterans 
still suffered from PTSD after this highly regarded treatment (Eftekhari et al., 2013). This 
leaves an unacceptable number of Veterans still suffering from PTSD symptoms and 
indicates the need for alternative or adjunctive treatments.  Complementary and 
Integrative Health practices may help fill this gap.  
Factors Limiting Treatment Outcomes from Trauma-focused Therapies 
More people may drop out from trauma-focused therapies compared to 
treatments that don't have a trauma focus or exposure component. Bisson et al. (2013) 




treatments, while Imel et al. (2013) did not find greater dropout from therapies with 
greater trauma focus, including PE, when compared with other active therapies. 
However, this may have been because the therapies that Imel et al. compared didn’t 
differ enough in their trauma focus to see a difference (Imel et al., 2013).  Neither of 
these analyses was specific to Veterans.  
The most common reasons that Veterans gave for dropping out of PE or CPT 
were not accepting the rationale for the treatment/specific therapy tasks and finding the 
treatment to be too stressful (Hundt et al., 2018). More PE than CPT patients cited the 
stress of treatment as the reason for dropout, with 60% of PE dropouts and 22% of CPT 
dropouts indicating that their symptoms had worsened with treatment or that they didn't 
feel that they would be able to handle the emotional challenge of trauma-related therapy 
(Hundt et al., 2018). In a large study of PE in VA settings, 28.1% of participants dropped 
out prior to completing eight sessions. Increased distress was the cause of dropout in 
35.6% of dropouts, while treatment avoidance accounted for 19.9% of dropouts 
(Eftekhari et al., 2013).  
While some Veterans drop out of PTSD treatment, others don’t even start 
treatment, often because they fear that the treatment will cause distress. For example, 
the main reasons that Veterans of wars in Iraq/Afghanistan didn’t initiate any treatment 
for PTSD were that they were not emotionally ready for treatment or had concerns about 
the treatments (Stecker et al., 2013). In another study, Veterans who showed interest in 
treatment by attending an intake evaluation but didn’t attend any of the recommended 
CPT or PE sessions were asked why they didn’t attend. They gave the following 
reasons: logistical concerns, preferring a different type of treatment, and not being ready 




Veterans who can't tolerate the distress of recounting their traumatic experiences need 
other options to decrease symptoms and increase engagement in life.  Complementary 
and Integrative Health practices offer an alternative to trauma-focused treatments. 
Complementary and Integrative Health Practices. 
Complementary and Integrative health practices are frequently used as a 
component of treatment within the U.S. Department of Veterans Affairs/Department of 
Defense (VA/DoD) healthcare system (VA/DoD, 2017; Libby et al., 2012). The VA/DoD 
Guideline (VA/DoD, 2017), recommends that Complementary and Integrative health 
practices, including acupuncture, meditation, mindfulness meditation, and yoga, not be 
used as primary treatments for PTSD (VA/DoD, 2017). However, it does not recommend 
against using these treatments as adjuncts to primary trauma-focused treatment. 
Mindfulness 
 
Two randomized controlled trials of mindfulness for Veterans showed improved 
quality of life (Polusny et al., 2015) and health related quality of life (Kearney et al., 
2013). One of these studies showed improvement in PTSD symptoms but no difference 
in loss of PTSD diagnosis compared with present-centered therapy at 2-month followup 
(Polusny et al., 2015), while the other didn’t find an effect on PTSD symptoms (Kearney 
et al., 2013). Mindfulness is a form of meditation that cultivates non-judgmental 
awareness of the present moment and letting go of “strong attachment to beliefs, 
thoughts or emotions” (Ludwig & Kabat-Zinn, 2008, p. 1350) in order to promote well-
being and emotional balance.  
Yoga 
 
Different types of yoga produce varying effects depending on their main 




(Sudarshan Kriya yoga) reduced respiration rate and PTSD symptoms, especially 
hyperarousal and reexperiencing (Seppälä et al., 2014). Startle response and 
hyperarousal symptoms were still reduced at one-year follow up. The breathing 
exercises might have worked by inducing a relaxed state in which traumatic memories 
could be deconditioned (Seppälä et al., 2014).  
Veterans with military-related PTSD who participated in individually-delivered 
mantra (silent sacred word) repetition therapy had a greater decrease in PTSD 
symptoms and insomnia compared with present-centered therapy (Bormann, et al., 
2018). Repeating the mantra is intended to help users “train attention, initiate relaxation, 
and become aware of the present moment” (Bormann et al., 2018, p. 981). 
A recent, large, randomized controlled study involved mainly Veterans, over half 
with PTSD from combat trauma. It compared a group that did yoga involving postures, 
breathing practice and relaxation to a wellness class with walking (Davis et al., 2020). At 
the end of treatment, the yoga group had statistically significantly more improvement 
than the walking group. However, three months after the end of treatment, results were 
similar between the two groups, with 40.3% of the yoga group and 41.5% of the walking 
group having lost their PTSD diagnosis 3 months after treatment (Davis et al., 2020).  
Yoga which included physical postures had a statistically significant effect on 
PTSD symptoms compared with no treatment in a systematic review and meta-analysis 
of PTSD in Veterans and civilians (Cramer et al., 2018). However, the authors could only 
make a weak recommendation for yoga as an adjunctive treatment for PTSD because of 





Emotional Freedom Technique (EFT) 
 
EFT uses elements of exposure and cognitive therapy together with the somatic 
stimulation of tapping on acupressure points that are associated with stress reduction. 
The patient recalls a traumatic memory, verbalizes a statement of self-acceptance while 
tapping on the hand, then continues to tap on various points of the body while 
maintaining exposure to the memory (Church et al., 2012; Church et al. 2013; Craig, 
n.d.). There are a variety of biological explanations for how EFT may work (Sebastian & 
Nelms, 2017). One explanation is that stimulation of acupressure points may quickly 
decrease hyperarousal and induce relaxation to allow counterconditioning/ 
desensitization to take place by pairing the trauma memory with relaxation (Sebastian & 
Nelms, 2017). In a study of nonclinical subjects, there was a greater reduction in 
psychological distress as well as a greater reduction in the stress hormone cortisol 30 
minutes after EFT treatment (Church et al., 2012) when compared with a group who 
received no treatment and a group that received supportive listening and challenging of 
negative cognitions. This gives some evidence for reduced cortisol as a mechanism of 
action.  
A meta-analysis of EFT studies found a large treatment effect for EFT compared 
with control groups that received usual care or those that were on a waitlist (Sebastian & 
Nelms, 2017), while a comparison of EFT and EMDR in Scotland found a large effect on 
PTSD symptoms for both treatments (Karatzias et al., 2011). However, neither analysis 
was specific to Veterans.  
When delivered by life coaches as an adjunct to standard treatment, EFT 
significantly decreased PTSD in Veterans (Church et al., 2013) compared with a group 




87% of those who received EFT no longer met clinical criteria for PTSD on the PTSD 
Checklist-Military version, with 80% continuing to not meet PTSD criteria at 6 month 
follow-up (Church et al., 2013).  
Somatic Experiencing 
 
Somatic experiencing is a therapy that involves increasing the client’s awareness 
and toleration of bodily sensations. It doesn't require the client to retell the whole story of 
the traumatic event, but it does require remembering some parts of the traumatic event 
in order to increase arousal. The theory behind somatic experiencing is that PTSD 
symptoms are caused by a traumatic experience that required the body to get ready for 
the active defenses of fight or flight, but the person was unable to fight or flee. Therefore, 
the body had to resort to the passive defense of freezing as a protective mechanism. 
After the traumatic experience, fight, flight and freeze reactions continue to be provoked 
by reminders, flashbacks, memories and sensations related to the trauma. During 
somatic experiencing treatment, the patient is taught to become aware of and allow a 
tolerable amount of active fight or flight activity to occur rather than squelching the fight 
or flight reactions that continue to be provoked. The theory is that when the body is able 
to complete an active defensive reaction to the trauma, PTSD symptoms will diminish 
(Levine, 2010). 
A randomized controlled study of 63 people in Israel who had survived a variety 
of types of trauma showed that somatic experiencing had a large effect on PTSD and 
depression symptoms. Even though wars and terrorist attacks continued to occur in 
Israel during the study period, 41% of participants still lost their PTSD diagnosis after 





Exercise   
 
Observational studies of Veterans (Whitworth & Ciccolo, 2016) and 
Veterans/civilians (Hegberg et al., 2019) showed that exercise seems to be associated 
with fewer PTSD symptoms. Exercise may be effective on its own or as an adjunct to 
standard PTSD treatment (Hegberg et al., 2019).  
Exercise may decrease PTSD symptoms by decreasing the startle response to 
unpredictable threats (Lago et al., 2018) or by increasing brain-derived neurotrophic 
factor, which is important for long-term learning, memory and extinction of conditioned 
fear (Powers et al., 2015). Another way that exercise may decrease PTSD symptoms is 
through exposure to physiological arousal cues. Hyperarousal seen in PTSD increases 
sensitivity to physiological arousal cues such as increased heart rate. Repeated 
exposure to these cues during vigorous exercise, a context that is not trauma-related, 
may result in desensitization to and increased tolerance of physiological arousal cues 
(Hegberg et al., 2019).  
Therapeutic Horseback Riding 
  
 A non-controlled study (Lanning et al., 2017) showed that a therapeutic 
horseback riding program for combat veterans and active-duty service members led to a 
clinically significant decrease in PTSD symptoms with a large effect size. Therapeutic 
horseback riding also had a large positive effect on energy, social functioning and role 
limitations due to emotional problems.  
PTSD Treatment in Occupational Therapy 
 Occupational therapists use a variety of techniques and strategies to help 
people with PTSD participate in meaningful activities (daily living, education, work etc.) 




strategies/coping skills such as stress management, relaxation techniques and sensory 
processing–related techniques to help people with PTSD manage symptoms and reduce 
triggering of hypersensitivity, dissociation, and flashbacks (American Occupational 
Therapy Association, 2015). The treatment I am proposing aims to teach Veterans a 
specific coping strategy to decrease PTSD symptoms so that they can participate more 
fully in meaningful activities and roles.  
Sensory approaches have been used to help people with mental illness manage 
distress and other strong emotions with positive results in preliminary studies (Scanlan & 
Novak, 2015). Sensory approaches are used to reduce the use of restraints and 
seclusion.  For instance, the Massachusetts Department of Mental Health (2020) 
requires mental health facilities that use restraints or seclusion to develop a strategic 
plan to reduce or eliminate their use. The plan must include “the development and use of 
sensory interventions and therapies designed to calm and comfort patients that utilize 
sight, touch, sound, taste, smell, pressure, weight or physical activity” (Massachusetts 
Department of Mental Health, 2020, p. 24). My study will use physical activity and 
pressure from body weight during exercise to calm patients.  
Unfortunately, there is a lack of studies quantifying the effects of occupational 
therapy treatment on Veterans with PTSD. A non-exhaustive search of CINAHL and 
APA PsycInfo databases resulted in no randomized controlled studies of occupational 
therapy interventions for Veterans with PTSD, revealing the need for well-designed 
studies in this area.  
Trauma-Informed Care  
Regardless of what settings they work in or what populations they work with, 




experiences. Therefore, it is important to acknowledge the need for a trauma-informed 
approach (Fette et al., 2019). Trauma-informed care involves universal trauma 
precautions that may be used with all clients as well as trauma specific care. Universal 
trauma precautions include providing patient-centered communication and care, 
something occupational therapists are already trained in, as well as understanding the 
health effects of trauma. Trauma specific care includes collaboration between 
professionals; providers having an understanding of their own history and actions; and 
screening for trauma (Raja et al., 2015). 
Key Ingredients for an Effective PTSD Intervention 
Based on the extensive review of evidence of interventions for Veterans with 
PTSD, I propose that the key ingredients for an effective PTSD intervention plan are:   
Pairing relaxation with a traumatic memory 
Pairing relaxation with a traumatic memory may cause counterconditioning/ 
desensitization (Sebastian & Nelms, 2017) so that the memory no longer triggers the 
same level of fear, thereby decreasing hyperarousal. This is similar to extinction 
learning, one of the theories that best supports trauma-focused therapy (VA/DoD, 2017). 
Traumatic memories may be purposely recalled, such as during PE, EMDR and EFT or 
they may be desensitized/deconditioned as they naturally occur while the person with 
PTSD is in a relaxed state, such as during breathing-based meditation (Seppälä et al., 
2014). 
Exercise 
Hyperarousal may be decreased through vigorous exercise (Hegberg et al., 
2019; Lago et al., 2018).  Exercise in general seems to be associated with fewer PTSD 




Veterans/civilians (Hegberg et al., 2019). 
Bringing awareness to the present moment  
Awareness of the present moment may be achieved through mental 
(mindfulness, mantram repetition) or physical (EMDR, EFT, exercise) means. Vigorous 
exercise may decrease hyperarousal (Hegberg et al.; 2019, Lago et al., 2018). I 
hypothesize that treatments that focus on physical sensation may be particularly helpful 
for those with dissociative PTSD due to the decrease in body awareness they 
experienced in the ‘freeze’ state.  
Treatment Design and Setting 
Treatment design and setting affect outcomes. Trauma-focused therapies (CPT 
and PE) were more effective when provided in individual or individual plus group settings 
rather than in group settings alone (Haagen et al., 2015). Group therapy was associated 
with a 12% increase in dropout in a meta-analysis of studies of PTSD treatment dropout 
(Imel et al., 2013). PTSD treatments were more effective for veterans treated in 
outpatient rather than inpatient settings (Goodson et al., 2011). Participants should be 
educated on the rationale for the treatment to increase the belief that it will be effective 
(Kehle-Forbes et al., 2014; Hundt et al., 2018), which may decrease dropout. In my 
study, written and verbal information about treatment will be provided in an easy-to-
understand language prior to or during the first treatment session. 
The emerging area of trauma informed care includes a person-centered 
approach, something that occupational therapists already embrace as part of their 
professional identity.  Based on the elements of patient-centered communication and 
care articulated by Raja et al. (2015), the following will be used in this study: asking 




opportunity to ask questions, asking clients what would make them feel more 
comfortable, and offering choices to enhance clients’ sense of control. Understanding 
that maladaptive coping strategies may be associated with trauma, I will collaborate with 
patients in a non-judgmental way when discussing their challenging behaviors so that 
they will feel supported. Interprofessional collaboration will involve providing information 
about organizations that can assist veterans with a variety of issues they may be 
experiencing.  Participants will be expected to already be under the care of a mental 
health provider.  
Measures  
Two prominent standard measures reported in the literature include the CAPS 
and the PTSD Checklist (PCL). The CAPS is a clinician administered structured 
interview, and considered the gold standard for diagnosing and evaluating PTSD. Once 
the diagnosis is confirmed, self-report measures can be used for baseline and ongoing 
measurement of symptoms. The PCL is among the most common assessments used for 
self-report of PTSD symptoms. The PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 
2013) is a self-report measure with 20 questions assessing the 20 symptoms of PTSD 
from the Diagnostic and Statistical Manual of Mental Disorders-Fifth Edition (DSM-5). It 
takes about 5 to 10 minutes to complete (U.S. Department of Veterans Affairs, n.d.-a) 
The PCL-5 is a psychometrically valid test, with good convergent and discriminant 
validity, internal consistency (α = .96), and test–retest reliability (r = .84; Bovin et al., 
2016). It has been shown to be effective for use with Veterans (Bovin et al., 2016). 
Respondents rate how much they have been bothered by symptoms in the past month 
on a Likert scale ranging from 0 to 4, resulting in a total severity score of 0 to 80. The 




response. Based on the PCL for DSM-IV, a change of 5 or more points was useful for 
determining response to treatment, while 10 or more points was considered clinically 
significant. Change scores for the PCL-5 have yet to be determined but are expected to 
be similar (U.S. Department of Veterans Affairs, n.d.-b)  
Conclusion 
The treatments with the most evidence for their effectiveness are trauma-
focused, combining relaxation with recollection of traumatic memories. However, some 
Veterans won’t participate in therapy where they need to talk about the trauma, whereas 
others drop out because of distress caused by the treatment. Almost half of those who 
do complete treatment continue to suffer from PTSD symptoms despite receiving best 
practice interventions such as prolonged exposure treatment (Eftekhari et al., 2013). 
This highlights the urgent need for innovative interventions.  Occupational therapists 
currently teach strategies and coping skills, including sensory-based strategies to people 
with PTSD to help them participate more fully in meaningful activities and roles. 
However, there are very few studies quantifying the effects of occupational therapy 
treatment on Veterans with PTSD. This study will highlight the role occupational therapy 
providers can play in helping Veterans heal from trauma. The study will test the 
proposition that an exercise program which focuses on awareness of the present 
moment through increased body awareness; relaxation; and replication of protective 






CHAPTER FOUR – Description of the Proposed Program  
Introduction 
In the mid-1990’s, 10.1% of Veterans from the Gulf War were estimated to have 
PTSD (Kang et al., 2003), while 23% of Veterans from the wars in Iraq and Afghanistan 
had PTSD in studies conducted from 2007 to 2013 (Fulton et al., 2015). A study of 
Vietnam-era veterans showed lifetime prevalence of PTSD was 16.9% among combat 
veterans and 5.5% among non-combat Veterans, with similar rates of PTSD over the 
prior 12 months (Goldberg et al., 2016). The fact that so many veterans are still 
experiencing symptoms of PTSD decades after the end of a war highlights the significant 
long term effects of trauma and the need for effective, easy to access treatment.  
The Veterans Administration/Department of Defense (U.S. Department of 
Veterans Affairs/Department of Defense [VA/DoD], 2017) recommends trauma-focused 
therapies as the most effective treatment for PTSD. Unfortunately, these therapies, most 
of which involve recollection of the traumatic experience, may cause increased distress 
leading to dropout (Hundt et al., 2018; Eftekhari et al., 2013). Some Veterans won’t even 
start trauma-focused treatment because they fear that it will increase their distress 
(Stecker et al., 2013; Keller et al., 2016). Veterans who can't tolerate the distress of 
recounting their traumatic experiences need other options to decrease symptoms and 
increase engagement in life. This problem led the author of this doctoral project to 
search for other approaches to remediation of the problem. 
Figure 4.1 shows the origin and influence of PTSD symptoms in Veterans. First, 
a traumatic experience causes a stress response. This could involve increased heart 
rate, blood pressure and muscle tension during a fight/flight response, or it could involve 




2015; American Psychological Association, 2019). Continued activation of the stress 
response can lead to PTSD symptoms such as increased arousal and reactivity, which 
includes exaggerated stress and startle responses. These can severely reduce the 
ability to participate in meaningful roles and activities. Therefore, the goal of this program 
is to decrease the exaggerated stress response seen in PTSD in order to increase 
participation in meaningful roles and activities. This will be done by utilizing an exercise 
protocol aimed to increase body awareness, promote relaxation and improve the 
function of protective reflexes. This chapter will outline the proposed intervention 
including a sample practice scenario, program objectives, the logic model, evidence-
based key features of the program, and how these will be implemented. A sample 
protocol is provided in Appendix A. 
Figure 4.1  
Explanatory Model of the Origin and Influence of PTSD Symptoms in Veterans. 
 
 
The Proposed Program: (Eagle’s Wings) 
Program Practice Scenario 
 John is a war Veteran with PTSD who startles easily to sudden, loud 
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startle, he is always alert to possible danger (hypervigilance). In this 
scenario, it’s a Sunday afternoon and John has gone out to do a few 
errands. While driving to the store, someone honks their horn and he 
jumps, with heart pounding (exaggerated startle). Once in the store, he is 
walking down an aisle past a woman when she suddenly yells at her child 
to stop touching the merchandise. John’s heart races and his breathing 
quickens (exaggerated startle). Just one more errand and he can go 
home. He goes into the post office to mail a package and the clerk 
accidentally steps on a piece of bubble wrap, sending him into a protective 
fetal position as he ducks down to avoid danger (exaggerated startle). 
Embarrassed and exhausted, he heads home. When he walks in the door, 
he tells his wife “You can do your own errands next time! I’m not your 
slave!” (Irritable behavior and angry outbursts). He sits down to pay the 
bills, but has trouble concentrating on the task (problems with 
concentration) because his body is still tense. The family had planned to 
go to the movies after supper, but John is too tense to go. His wife takes 
the kids herself, disappointed but also relieved that she can get away from 
John’s anger. John heads to bed but he can’t get to sleep (sleep 
disturbance) because he is restless and anxious. He decides that he 
needs help settling down, so he has a beer. It doesn’t help, so he has 
three shots of vodka. Still not feeling better, he decides to go for a short 
drive (Reckless and self-destructive behavior). Returning home, he sleeps 
for a few hours then gets up for work.  His employer tells him that he is 




been absent an excessive number of days. In addition, his coworkers are 
starting to complain that he is constantly ‘on edge’. John tried Prolonged 
Exposure therapy, but he dropped out because he couldn’t tolerate the 
stress of recalling the roadside bomb explosion that killed his friend. He 
doesn’t like the way his life is, but he doesn’t know what to do. 
Program Objectives 
The Eagles Wings Exercise Program is designed to assist Veterans such as 
John. The main program objectives of the Eagle’s Wings program are to decrease PTSD 
symptoms and increase functioning without the need to recall the traumatic experience. 
The program could be used prior to or along with trauma-based treatments. It could be 
used as a standalone treatment for people who refuse to participate in or have not 
benefited from trauma-based treatment.  
Program Logic Model 
Figure 4.2 contains a logic model which is a visual representation that illustrates 
the author’s proposed program by reviewing the problem, key features of the program, 
participants, program resources, activities, program outputs, program outcomes, and 












Key Ingredients of the Program 
Desensitization through exercise, relaxation, body awareness, and improved 
functioning of protective reflexes is hypothesized to decrease PTSD symptoms as 
follows. See chapter two of this doctoral project for additional details.  
Exercise 
 Veterans and civilians with PTSD who exercise appear to have fewer PTSD 
symptoms (Whitworth & Ciccolo, 2016; Hegberg et al., 2019). Exercise may be effective 
on its own or as an adjunct to standard PTSD treatment (Hegberg et al., 2019). Exercise 
decreases startle response to unpredictable threats (Lago et al., 2018) and increases 
brain-derived neurotrophic factor, which is important for long-term learning, memory and 
extinction of conditioned fear (Powers et al., 2015).  
 Vigorous exercise decreases hyperarousal (Hegberg et al., 2019; Lago et al., 
2018). When people with PTSD are in a state of hyperarousal, they are more sensitive to 
physiological arousal cues. When they exercise, they feel these physiological arousal 
cues, such as increased heart rate, in a context that is not related to trauma. With 
repeated exposure, they may realize that physiological arousal doesn’t always mean that 
something bad is going to happen. By repeatedly feeling physiological arousal without 
anything bad happening, they may become desensitized to these physiological arousal 
cues and tolerate them better. (Hegberg et al., 2019). The Eagles Wings exercise 
program will provide exercise through movements performed on mats as well as 





Desensitization may occur by being in a relaxed state when traumatic memories 
arise. (Sebastian & Nelms, 2017; Seppälä et al., 2014). The Eagles Wings exercise 
program proposes to increase relaxation through stretching muscles during exercise. 
Body Awareness  
Increasing awareness of the body is one way of bringing awareness to the 
present moment. Treatments that include bringing awareness to the present moment 
through body awareness such as EMDR, the emotional freedom technique, and somatic 
experiencing have been shown to decrease PTSD symptoms (Church et al., 2013; 
Karatzias et al., 2011; Brom et al., 2017).  The Eagles Wings exercise program proposes 
to increase body awareness through sensory input to muscles and joints during exercise 
Improved Functioning of Protective Reflexes.  
Improving the functioning of protective reflexes is expected to give Veterans the 
feeling of being able to protect themselves, thereby decreasing stress. Based on 
Svetlana Masgutova’s theory, the stress brought on by a traumatic experience can 
repeatedly trigger dysfunctional protective reflexes. When the protective reflexes are 
dysfunctional, they don’t act correctly to protect the body, so there is increased stress. 
This leads to a cycle of stress (Masgutova & Masgutov, 2015). The Eagles Wings 
exercise program is expected to decrease stress by improving the functioning of 
protective reflexes. 
Program Participants and Other Stakeholders 
Participants will be U.S. military Veterans with a diagnosis of PTSD. Participants 
will be identified and recruited via flyers placed in local businesses and offices of local 




participants, are family and friends of Veterans, as they may also benefit from 
improvements in the functional abilities of their loved ones. The U.S. Department of 
Veterans Affairs and organizations who assist Veterans are expected to be interested in 
this program due to their commitment to helping Veterans heal from PTSD. Lastly, 
occupational therapists may be interested in this program, as it will provide an additional 
way that they can become involved in mental health services. 
Program resources  
Personnel  
The author, an occupational therapist, will serve as program developer and 
instructor of the exercise sessions.  
Equipment  
The program requires minimal equipment including an exercise mat and pulse 
oximeter for home use. Mats and yoga balls will also be provided for group exercise 
sessions. Online videos of how to perform home exercises will be provided, and printed 
handouts of exercise instructions will be available for those without internet access or 
preferring written directions.  Participants will be expected to track their participation in 
the home exercise program via either a paper or online log. 
Venue  
Group exercise sessions will be taught by the author. Participants will perform 
home exercises at least four days per week at their homes.  
Activities   
At the beginning of the baseline period, participants will provide demographic 
information and informed consent. Participants will complete the PTSD Checklist for 




baseline, the beginning and end of treatment, and at the three-month follow-up:  During 
the baseline phase, Short Post-Traumatic Stress Disorder Rating Interview (SPRINT; 
Connors & Davidson, 2001) data will be collected each week for 8 weeks as participants 
carry on with their normal routines. During the treatment phase, participants will 
complete exercises during a group exercises program with the author once per week in 
addition to completing exercises at home four days per week for 8 weeks. SPRINT data 
will continue to be collected each week during the treatment phase. Three status 
questions will also be answered weekly throughout the baseline and treatment phases.  
Program outputs and outcomes 
Anticipated program outputs will include the number of sessions completed with 
the occupational therapist and the number of home exercises sessions completed. One 
anticipated outcome is decreased PTSD symptoms as measured by the PTSD Checklist 
for DSM-5 and SPRINT. Another anticipated outcome is increased participation in 
meaningful roles and activities such as relationships, work, and self-care, as measured 
by the Inventory of Psychosocial Functioning (Marx et al. 2020). A satisfaction survey 
will be administered at the end of the program.  
The following qualitative questions will be asked: 
- Was the length of the program too short, good length, too long? 
- Were the sessions too short, good length, too long? 
- Were the home exercises too short, good length, too long? 
- Were the exercises physically too easy, just right, too difficult? 
- Were the exercises easy to learn, just right, difficult to learn? 
- Is there anything that should be changed to improve the content of the program 
or the way it was delivered? 
 




External Factors and Anticipated Barriers and Challenges 
The program doesn’t have an existing system for implementation, so one will 
need to be developed. This will involve finding a venue for the exercise group, recruiting 
participants, and buying equipment. While not expected, the participants could have an 
increase in symptoms. Access to on-call psychological services should already be in 
place prior to starting the program. Participants who receive Veteran’s disability benefits 
related to PTSD may be reluctant to report a decrease in symptoms for fear of loss of or 
decrease in benefits. The only way to prevent this would be not to accept Veterans who 
receive disability benefits into the program. However, this is not practical. Participants 
may drop out of the program for a variety of reasons such as scheduling issues or lack 
of motivation. Explaining how the program is expected to help improve symptoms should 
help participants to persevere in the program.  
Summary and Conclusions 
The Eagle’s Wings program was developed to enhance the health and 
participation of Veterans with PTSD in ways that promote health without recalling the 
trauma. Key elements of the program include exercise with the occupational therapist 
once a week and home exercises at least four other days each week. Exercises will be 
used to increase body awareness, promote relaxation, and improve functioning of 
protective reflexes in order to desensitize the individual to physical sensations 
associated with the trauma. If the program successfully decreases PTSD symptoms and 
increases function, then it might be a viable treatment that could be used prior to or 
during treatment with trauma-based therapies. It could also be offered as an alternative 
for people who choose not to engage in therapies that involve recounting a traumatic 




CHAPTER FIVE – Program Evaluation Research Plan 
Introduction 
Background 
The Veterans Administration/Department of Defense (U.S. Department of 
Veterans Affairs/Department of Defense [VA/DoD], 2017) recommends trauma-focused 
therapies as the most effective treatment for PTSD. Unfortunately, these therapies, most 
of which involve recollection of the traumatic experience, may cause increased distress 
leading to dropout (Hundt et al.; 2018; Eftekhari et al., 2013). Some Veterans won’t even 
start trauma-focused treatment because they fear that it will increase their distress 
(Stecker et al.; 2013; Keller et al., 2016). Veterans who can't tolerate the distress of 
recounting their traumatic experiences need other options to decrease symptoms and 
increase engagement in life. This problem led this author to develop the Eagles Wings 
program for veterans with PTSD.  
This chapter will describe the program evaluation plan. First, the formative and 
summative evaluation procedures will be described together with a plan for stakeholder 
engagement. Second, the main intervention effectiveness study will be presented. The 
effectiveness study will include a multiple baseline single subject design. The study will 
be used to determine whether the Eagles Wings program decreases symptoms of PTSD 
in military Veterans diagnosed with PTSD and can be recommended as an adjunct 
treatment for PTSD in military Veterans.   
A weekly group exercise program will be delivered in person by this author, an 
occupational therapist. The group format will allow multiple participants to be treated at 
the same time. In addition, Veterans are used to training in groups, so they may feel 




Formative and Summative Evaluation Procedures 
A formative evaluation will be conducted throughout the intervention to identify 
participants’ responses to the intervention program, compatibility with their needs, and 
ways to improve the program. A brief measure of PTSD symptoms will be filled out by 
participants each week during baseline and treatment phases. A summative evaluation 
will be conducted at the end of the program to evaluate changes in PTSD symptoms and 
psychosocial functioning as a result of the intervention.  
Plan for Engagement of Stakeholders.  
Interested stakeholders are Veterans; their family members; mental health 
practitioners and occupational therapists working with this population; Veterans 
assistance organizations, the VA, and local Veterans agents.  
Organizations that can Provide a Venue for the Group Exercise Program 
 The Eagles Wings exercise program will be held at a location such as the YMCA 
or a VA Vet Center. The YMCA may be asked to provide a location to hold exercise 
sessions at no charge.  The mission of the YMCA is to strengthen communities by 
providing opportunities for everyone to learn, grow, and thrive (YMCA, 2019).  By 
improving the lives of Veterans, this program is consistent with that goal.  Another option 
for a location to hold exercise sessions is a local Vet Center. Vet Centers provide 
counseling, referral services, and outreach to combat Veterans and their families (U.S. 
Department of Veterans Affairs [VA], n.d.-c). An exercise program could be offered in the 
Vet Center as an adjunct to other services that Veterans receive there.  
Veterans 
 Veterans will want to know if the program will help them feel better physically 




to work, engagement in recreational activities, and enjoyment of life. They may enjoy 
being in a group with other Veterans. Veterans will be asked to participate in the study of 
how certain exercises affect PTSD symptoms and daily function. The study will involve 
participating in a group exercise class once a week and completing exercises at home at 
least four days per week. Veterans might be willing to participate in the program and 
give their feedback in order to help themselves, their families, and other Veterans. 
Family members 
Family members would be interested because they would like to find a way to 
help their loved ones. They want their loved ones to “be themselves” again. They want 
their loved one to enjoy life, be less stressed and angry, engage with family members 
such as their spouse and children, and return to work or maintain 
employment.  Research findings could be used to show family members of Veterans that 
the program is helpful so that they will encourage their loved ones to participate in future 
programs. Family members might be willing to provide input about the proposed 
program.  Family members of study participants may fill out questionnaires or attend 
interviews to report on changes in their family member’s behavior.  
Mental health practitioners and Occupational Therapists 
Mental health practitioners want to find effective ways to decrease PTSD 
symptoms. A journal article summarizing the research will be submitted to mental health 
and occupational therapy journals. 
Veterans assistance organizations and U.S. Department of Veterans Affairs (VA) 
 Veterans assistance organizations and the VA want to assist veterans with PTSD 
to have fewer symptoms and increased daily functioning. Organizations that assist 




Veterans of Foreign Wars organization may also act as referral sources and potential 
funding sources. 
The VA would like to pay less money in benefits for veterans with PTSD. If this 
program improves PTSD symptoms or keeps them from worsening, it could reduce the 
amount of money paid for disability benefits for Veterans with PTSD. The VA wants to 
have a good reputation with the American public. Providing effective programs to assist 
veterans with PTSD will contribute to a good reputation. After the study is completed, 
research summaries will be distributed to VA representatives and Veterans assistance 
organizations.  
Veterans Agents 
A local Veterans Agent has offered to attend a proposed meeting with a 
representative from a local VA program to determine how the Eagles Wings program 
could fit into the VA system. Veterans Agents assist Veterans to access programs that 
will help them, especially VA benefits.  Since they have frequent contact with Veterans, 
they are ideal referral sources.  
Methods 
Purpose of Study  
The purpose of the study is to determine whether the Eagles Wings exercise 
program will decrease symptoms of PTSD and improve psychosocial functioning in 
military Veterans diagnosed with PTSD.  
Research Question 
Will the Eagles Wings program decrease symptoms of PTSD and improve 





A non-randomized, concurrent, controlled multiple baseline design will be used to 
evaluate the effectiveness of the Eagles Wings exercise program for six to eight 
participants. Logan et al. (2008) indicate that when this type of design is replicated 
across at least three subjects and yields clear-cut results, it may provide generalizability 
and limited causal inferences. They further indicate that a concurrent design may yield a 
higher level of evidence than a non-concurrent design of this type.  
The study will have three phases. The first phase will be an eight-week baseline 
phase, when participants will carry on with their regular lives without doing prescribed 
exercises. The second phase will be an eight-week treatment phase in which 
participants will engage in weekly exercise sessions and perform exercises at home for 
approximately 15 minutes a day at least four days per week. The third phase will involve 
completion of follow-up questionnaires three months after completion of the program. 
Participants 
This study will be conducted with six to eight community-dwelling Veterans, aged 
18 or older, from any branch of the military and any military conflict residing in the United 
States of America. Inclusion criteria will be (1) a current diagnosis of PTSD obtained via 
structured interview such as the CAPS, (2) speak and read English, (3) see and hear 
well enough to follow instructions, (4) if taking psychiatric medication, the participant 
must be stable on medication for at least six weeks, (5) access to on-call psychological 
services.  Exclusion criteria will be (1) physical limitations that would prevent 





Weekly exercise sessions with the occupational therapist will take place at a local 
facility. In addition, participants will be required to do exercises in their homes.  
Intervention  
The intervention, the Eagles Wings program, is an eight-week program of 
exercises. During the treatment phase, participants will perform exercises in a group with 
the author for approximately 30 minutes once a week. In addition to the weekly exercise 
sessions, participants will be expected to independently perform some of the same 
exercises at home once a day for approximately 15 minutes at least four additional days 
per week. Participants will fill out a home exercise log either on paper or on the 
computer indicating which days they exercised and which exercises they did. Appendix 
A presents a full description of the exercises that will be performed. 
 The exercise program will be run by the author, a registered occupational 
therapist. Other practitioners such as occupational therapy students or counselors could 
potentially run the program if they have been trained in the proper performance of the 
exercises.  
Intervention Fidelity 
  A treatment protocol was established to ensure consistency. The protocol 
includes descriptions of the exercises and the number of times they should be performed 
during weekly exercise sessions with the occupational therapist and the home exercise 
program (see Appendix A). Treatment fidelity for the home program will be ensured by 
having participants learn and demonstrate the home exercises during the first in-person 
group exercise session with the occupational therapist. The author will coach 




exercises are being done properly. During each exercise session, the author will correct 
or review any exercises that a participant is having difficulty with. Participants will 
complete a log of home exercises and submit it to the author on a weekly basis (see 
appendix B). 
Dependent Variables  
Symptoms of PTSD are a dependent variable that will be measured by the PTSD 
Checklist for DSM-5 (PCL-5; Weathers, 2013) and Short Post-Traumatic Stress Disorder 
Rating Interview (SPRINT; Connors & Davidson, 2001). Psychosocial functioning is 
another dependent variable that will be measured using the Inventory of Psychosocial 
Functioning (IPF; Marx et al., 2020). These are all self-report rating measures. Heart rate 
will be measured using a pulse oximeter. 
Outcome Measures 
PTSD Checklist for DSM-5 (PCL-5). The PCL-5 consists of 20 items that rate 
the 20 symptoms of PTSD from the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5; American Psychiatric Association, 2013) over the past month (VA, 
n.d.-b; Weathers, et al., 2013). It yields a total symptom severity scale ranging from 0 to 
80 (Weathers, et al., 2013).   
The PCL-5 also can provide four DSM-5 symptom cluster severity scores that 
correspond to DSM-5 criteria B (re-experiencing), C (avoidance), D (negative thoughts 
or feelings), and E (arousal and reactivity) (American Psychiatric Association, 2013; VA, 
n.d.-b).  The PCL-5 is “valid and reliable, useful in quantifying PTSD symptom severity, 
and sensitive to change over time in military Servicemembers” (VA, n.d.-b, p. 3). Total 
and subscores had good internal consistency (Wortmann, et al., 2016) and good validity 




Symptom Inventory (Hostility subscore), and the Quality of Life Enjoyment and 
Satisfaction Questionnaire-Short Form (Pietrzak, et al., 2015). The PCL-5 will be 
completed at the beginning of baseline, at the beginning and end of the treatment phase, 
and at the end of follow-up. 
Inventory of Psychosocial Functioning (IPF). The IPF (Marx, et al., 2020) is a 
self-report measure with 80 items that measure PTSD-related function over the past 30 
days. The IPF contains seven domain scales that each provide a score from 0 to 100: 
romantic relationships; family relationships; work; friendships and socializing; parenting; 
education; and self-care. Participants only complete the scales that apply to them. 
Studies suggest that the IPF is valid and reliable for measuring PTSD-related 
psychosocial functional impairment. The IPF had sound psychometric properties both as 
an overall measure and for scores in individual domains. The IPF had good test–retest 
reliability (r = .77; p < .05) (Bovin, et al., 2018) 
Short Post-Traumatic Stress Disorder Rating Interview (SPRINT). The 
SPRINT has eight items that measure PTSD symptoms over the past week (VA, n.d.-a). 
The SPRINT assesses the core symptoms of PTSD (intrusion, avoidance, numbing, 
arousal), somatic malaise, stress vulnerability, and role and social functional impairment 
(VA, n.d.-a). The maximum score is 32 (Connor & Davidson, 2001). The SPRINT also 
includes two questions that rate the effectiveness of treatment. The SPRINT has good 
test–retest reliability, internal consistency, convergent and divergent validity. (Connor & 
Davidson, 2001). The SPRINT will be administered weekly as a self-report measure. 





Status Evaluation Questions. Status evaluation questions were developed for 
the study to indicate whether participants experienced major stressors, self-medicated 
with illicit drugs/alcohol, or had changes in medication that may have influenced their 
performance and response to the intervention. The three questions will be administered 
weekly, and include the following: 
1. How would you rate the stressfulness of situations in your life during the past 
week? 
+3 much more stressful than normal 
+2 somewhat more stressful than normal 
+1 a little more stressful than normal 
  0 normal 
- 1 a little less stressful than normal 
- 2 somewhat less stressful than normal 
- 3 much less stressful than normal 
2. How much alcohol or illicit drugs did you use during the past week? 
+3 much more alcohol and/or illicit drugs than normal 
+2 somewhat more alcohol and/or illicit drugs than normal 
+1 a little more alcohol and/or illicit drugs than normal 
  0 normal 
- 1 a little less alcohol and/or illicit drugs than normal 
- 2 somewhat less alcohol and/or illicit drugs than normal 
- 3 much less alcohol and/or illicit drugs than normal 
Not applicable 




 +2 Started a new psychiatric medication 
+1 Increased psychiatric medication 
0 No change in psychiatric medication 
-1 Decreased psychiatric medication 
-2 Stopped psychiatric medication 
Not applicable 
 Home exercise log. Participants will complete a daily log of their exercise (see 
appendix B). 
 Pulse oximeter. Pulse rate will be measured using a pulse oximeter 
Procedure 
 To ensure ethical conduct, participants will be given an explanation of the study 
purpose and process, potential benefits and risks, option to volunteer for the study, and 
option to withdraw at any moment. To proceed, they will provide written informed 
consent to participate in the study.  
During the eight-week baseline phase, participants will carry on with their usual 
activities. They will complete and submit the SPRINT on a determined day each week 
during baseline data collection and continue to report on the same weekday during the 
intervention. In addition, they will complete the PCL-5 and IPF during the first week of 
baseline data collection, the first and last week of treatment and at 3-month follow-up. 
See table 5.1 for details.  
During the treatment phase, participants will meet with the occupational therapist 
for eight weekly treatment sessions to perform exercises. At the end of the first treatment 
session, participants will be provided written instructions with photos as well as videos 




exercises they did during the treatment session and at least four other days each week. 
Participants will submit the exercise log (see appendix B) and SPRINT from the 
previous week at the end of each weekly treatment session. In addition, the PCL-5 and 
IPF will be filled out at home and either mailed or hand-delivered to the author the first 
week of baseline, first and last weeks of treatment, and at three-month follow-up.   
 
Table 5.1.  
Visual Diagram of Procedure 
 ______________________________________________________________________ 
   Week                        Measures 
______________________________________________________________________ 
 
                                                      SPRINT  3 Status     Heart    PCL-5      IPF 
                        Questions   Rate    
               
Baseline   1 X X X X X 
        2 X X X 
       3 X X X 
      4 X X X 
       5 X X X 
      6 X X X 
        7 X X X 
      8 X X X 
Treatment   9 X X X X X 
    10 X X X 
    11 X X X 
    12 X X X 
    13 X X X 
    14 X X X 
    15 X X X 
    16 X X X X X 
Followup 28    X X 
 
The physical and mental safety of participants is a priority. Physical activities will 
be performed in a safe environment, with protective mats on the floor or with balance 




call mental health resource in case the need arises. 
Description of experimental controls and other steps taken to establish internal 
validity 
A baseline of SPRINT weekly measures indicating PTSD symptoms will be 
established to determine if changes are related to the intervention. A threat to internal 
validity is ‘history’, in this case the level of environmental stressors. It is possible that life 
events (history) may increase or decrease PTSD symptoms independent of the 
treatment.  Other threats to internal validity could be changes in psychiatric medication 
or self-medication through drug or alcohol use. Each week, participants will be asked to 
report on life situations, alcohol and illicit drug use, and changes in psychiatric 
medication. Non-parametric testing (Chi-Square) will be used to determine correlations 
between these factors and reported PTSD symptoms. The chance of diffusion of 
treatment will be lessened by asking participants not to share the exercises with other 
Veterans until completion of the study.  
Data Analysis 
To assess pre to post changes of the PCL-5 and IPF, a repeated measures 
MANOVA test will be conducted.  Weekly SPRINT data will be plotted using visual 
graphs. The rates will be analyzed with a combination of visual and statistical analysis 
for single subject designs (Johnston & Smith 2011). Significant changes in symptoms 
will be determined as two standard deviation band analysis. 
Data Management  
All personal information will be kept confidential by assigning an identification 
code to each participant. Data will be manually transferred from paper and pencil forms 




entered into Qualtrics. Quantitative data will be graphed in Excel. All paper data will be 
stored in a secure locked location. All electronic data will be stored in a password 
protected internet cloud software. 
Summary and Conclusion 
 The Eagle’s Wings evaluation plan includes formative and summative 
components to evaluate its contributions to participants’ health as evidenced by reduced 
PTSD symptoms and improved psychosocial well-being. This study will provide 
information from a real-life setting, which may be more valuable than data from a clinical 
setting.  Valid, reliable measures of PTSD symptoms and psychosocial function will be 
used. Limitations include a convenience sample, small sample size, lack of 




CHAPTER SIX – Funding Plan  
Introduction 
 
 Many military Veterans experience post-traumatic stress disorder (PTSD). The 
more combat that military personnel were exposed to, the higher the likelihood that they 
will have PTSD (Wisco, et al., 2014). In a meta-analysis of studies conducted between 
2007 and 2013, an estimated 23% of U.S. Veterans of the wars in Iraq and Afghanistan 
had PTSD (Fulton et al., 2015). Approximately 17% to 22% of Vietnam war combat 
Veterans continued to experience PTSD symptoms more than 30 years after the end of 
the war (Goldberg et al., 2016). The fact that so many Veterans are still experiencing 
distressing symptoms of PTSD decades after the end of the war highlights the significant 
long-term effects of trauma and the need for effective, easy to access treatment.  
While PTSD is a treatable condition, even the most effective trauma-focused 
treatments only help about half of the Veterans who undergo them (Eftekhari et al., 
2013). Moreover, some Veterans choose not to participate in treatments that involve 
recalling traumatic events or find that they can’t tolerate these treatments (Keller & 
Tuerk, 2016; Eftekhari et al., 2013; Hundt et al., 2018). Veterans who can't tolerate the 
distress of recounting their traumatic experiences need other options to decrease 
symptoms and increase engagement in life.  
 Description of Proposed Program 
The Eagle’s Wings exercise program will use specific exercises to increase body 
awareness, promote relaxation, and improve functioning of protective reflexes in order to 
desensitize the individual to physical sensations associated with the trauma. A pilot 
study will be conducted with U.S. Veterans with PTSD to determine whether this 




sources needed to develop and implement the program are outlined in this chapter.  
Tasks Provided at No Cost 
 To decrease costs, a number of tasks will be performed by the author, family and 
friends at no cost. The first year of the program, the author will lead the exercise 
program and collect data at no cost. Videos of the exercises will need to be made so that 
participants can refer to them while doing the home exercises. A friend has volunteered 
to do the videotaping and video editing. A family member will transfer the videos onto 
DVDs for those who prefer the videos in that format. The author will use her personal 
computer, printer, and internet service for communication, printing in black and white, 
and data analysis. A free Gmail email account will be set up for communicating with 
participants in order to have an account that is separate from the author’s personal email 
account. Exercise instructions, home exercise logs, informed consent forms, 
assessments, and satisfaction surveys will be printed on the author’s personal computer. 
Lastly, the author will request free use of a large room for weekly group exercise 
sessions. This may be available from a charitable organization such as the local YMCA 
or Knights of Columbus.  
Needed Resources: Budget 
Blank DVDs will need to be purchased. A one-year subscription to Microsoft will 
need to be purchased for data analysis during the second year. Paper and ink will need 
to be purchased for printing. Color flyers recruiting participants will be printed at the UPS 
store. Letters introducing the program will be created and mailed to local Veterans 
agents and Veterans organizations along with the flyers to help recruit participants. 
Envelopes and stamps will need to be purchased to mail the flyers. An inexpensive cell 




without using the author’s personal phone number.  
Three different assessments will be used during this study. The PTSD Checklist 
for DSM-5 and the Inventory of Psychosocial Functioning are available at no cost 
through the U.S. Department of Veterans Affairs. There is a cost of $25.00 for the rights 
to use the Short Post-Traumatic Stress Disorder Rating Interview. 
Yoga balls will be purchased for a yoga ball throwing exercise during group 
exercise sessions.  The yoga balls chosen have a non-slip surface to make them easier 
to catch. They are large to position the hands far apart and for added weight. Thick mats 
will be needed for group exercises to cushion participants’ knees for group and home 
exercises. These mats will be large to provide room for participants’ arms and legs to 
remain on the mat when lying down with arms and legs stretched up/down and out to 





       Item           Year one Justification         Year two           Justification 




    
Group leader No cost The author will 




Video taping No cost A friend has 
volunteered to do 
the videotaping and 
editing 




Creation of DVDs No cost A family member will 
create the DVDs 
No cost Use of extra DVDs 




No cost Still gathering data 
the first year 








    
Computer No cost The author will use 
her personal 
computer 
No cost The author will 
continue to use her 
personal computer 
Internet service No cost The author will use 
her home internet 
service 
No cost The author will 
continue to use her 
home internet 
service 
Cellphone $120 $30 to purchase the 
phone and $15/mo. 
for service x 6 
months through 
Tracfone 
$90 Use of previously 
purchased phone. 
$15/mo. for service 
x 6 months 
Email address No cost A free email account 
will be used 
No cost A free email account 




    
Microsoft 365 
Personal 
No cost No data charting the 
first year 
$70 For charting data 
PTSD Checklist for 




No cost Measures available 
at no cost from the 
U.S. Dept. of 
Veterans Affairs 
No cost Measures available 
at no cost from the 






$25 One-time fee for use No cost Continuation of 
program 
Blank DVDs $10 For participants who 






Use extra DVDs 
from the previous 
year 































Color flyers $35 To recruit 
participants 
100 x $.35 
$35 To recruit 
participants 
100 x $.35 
Envelopes $16 9” x 12” to mail 
flyers 
$16 9” x 12” to mail 
flyers 
Stamps $22 To mail flyers 
40 x $.55 
$22 To mail flyers 




    
Facility with a large 
room  
No cost The author will 
request free use of a 
room in a facility 
owned by a non-
profit organization 
No cost The author will 
request free use of a 
room in a facility 





    
Pulse oximeters $1008 Medical grade 
devices to measure 
pulse rate 
$336 Use of same pulse 
oximeters. Purchase 
two more due to 8 
participants 
Yoga balls $100 One ball per two 
participants  
(6 participants are 
expected) plus one 
extra in case of 
breakage.  
4 x $25 
$25 Continue to use 





increase to eight, 
necessitating one 
more yoga ball. 
Gym mats $1200 12 x $100 
Each of the six 
participants will use 
one mat during 
exercise class and 
also receive one  
mat to use at home 
and keep. 
$1000 10 x $100 The 
participants in the 
first group will keep 
their mats as an 
incentive to 
participate and to 
encourage home 
exercise. These 6 
mats will need to be 
replaced. In 
addition, two more 
mats will be required 
for group exercise 
sessions because 





increase to 8. This 
necessitating 8 new 
mats for home use 
and purchase of 2 




$0 No research findings 
to disseminate 
during the first year 
of the study 
$100 For color brochures 
Total Expenses $2569  $2827  
        
Potential Funding Sources 
Funding for the first year of the program will come mainly from local sources. 
Monetary funding will be requested from organizations that assist Veterans such as the 
local Veterans of Foreign Wars post and the American Legion. A local Knights of 
Columbus organization may be able to provide monetary funding or a large room at no 
cost. Two of the core principles of the Knights of Columbus organization are charity and 
patriotism (Wilmington Knights of Columbus, n.d.), making them an appropriate 
organization to request money from. A local nonprofit charity, Local Heroes, supports 
military service members. If the author can work together with this nonprofit organization, 
there may be an opportunity to apply for grants that are only available to registered 
nonprofit organizations, such as a grant from the DAV (DAV Charitable Service Trust, 
n.d.) and grants from the Target corporation. Crowdsourcing through sites such as Go 
Fund Me are another way to raise money from friends, family and the general public. 
After the pilot phase, if there is supportive evidence, the U.S. Department of Veterans 








Funding               
  
Potential Funding Source Justification 
Veterans of Foreign Wars 
 
Local group serving Veterans  
American Legion Local group serving Veterans 
 
Knights of Columbus Local group. Core principles of charity and patriotism
  
Local Heroes Local group serving military service members 
DAV National non-profit organization offers grants to 
nonprofits helping Veterans 




 The Eagles Wings exercise program has the goal of decreasing PTSD symptoms 
and improving everyday functioning in veterans with PTSD. A pilot study of this program 
will require funding for personnel, communications, supplies, and equipment. Estimated 
expenses are $2,569 for the first year and $2,827 for the second year. Funding for the 
two years of the program will be solicited mainly from local charities and possibly some 




CHAPTER SEVEN – Dissemination Plan 
Assuming that the study shows that the Eagles Wings exercise program is 
effective, the following information will be shared with a variety of audiences. The Eagles 
Wings Exercise Program decreases Post-traumatic Stress Disorder (PTSD) symptoms 
and improves everyday functioning in military Veterans with PTSD. The program 
involves weekly in-person exercise sessions and performance of exercises at home for 
at least four additional days. Most current evidence-based PTSD treatments involve 
recalling the traumatic experience that caused PTSD. Some Veterans choose not to 
participate in or drop out of these programs due to the distress of needing to recall a 
traumatic experience. There is a need for a program to treat PTSD without recalling 
traumatic experiences.  The Eagles Wing Exercise Program decreases fight, flight, 
freeze responses through gentle stretching exercises that decrease tension and promote 
relaxation and body awareness.  The proposed program is expected to result in 
decreased PTSD symptoms and increased participation in meaningful activities. 
Dissemination Goals 
Long term goal 
The U.S. Department of Veterans Affairs (VA) will use the Eagles Wings Exercise 
Program as an adjunct or stand-alone treatment to decrease PTSD symptoms and 
improve psychosocial functioning in military Veterans. 
Short term goal 
Veterans, referral sources, and healthcare providers will become aware that the Eagles 








Military Veterans with PTSD, their friends and family members 
Secondary 
Potential referral sources and healthcare providers  
U.S. Department of Veterans Affairs 
Key Messages to Primary Audience 
 Military Veterans can get relief from Post-traumatic Stress Disorder (PTSD) 
symptoms and get back to enjoying doing the things that they want and need to do. 
Veterans who participated in the Eagles Wings Exercise Program reported better 
relationships with their family, friends, and colleagues. They also took better care of 
themselves and performed better at work.  This new program involves simple exercises 
that relieve stress and tension in the body so that Veterans feel more relaxed and are 
able to function better in their daily lives. The exercise program is quick and easy, 
involving eight weekly, 30-minute, in-person classes and 15 minutes of exercise at home 
four days per week. This simple and effective treatment is bringing relief to Veterans with 
PTSD without the need to recall traumatic memories. Contact Mary Ethier to learn more 
or to sign up for the next session. 
Key Messages to Secondary Audience 
Many current methods used to treat Post-traumatic Stress Disorder (PTSD) 
involve recollection of traumatic memories. This leads some Veterans to refuse 
treatment or drop out of treatment. The Eagles Wings Exercise Program doesn’t require 
recollection of traumatic memories. Instead, it uses exercises to decrease the physical 




reflexes, relaxation, and increased body awareness. In a recent* research study, the 
Eagles Wings Exercise Program was shown to decrease PTSD symptoms and increase 
psychosocial functioning without the need to recall traumatic memories. Veterans who 
participated in the program reported improved relationships with family, friends, and 
colleagues as well as enhanced work performance and self-care. This program is run by 
an occupational therapist, so it won’t take any time away from mental health providers’ 
duties. It can be used in conjunction with psychological therapy to enhance the well-
being of your clients with PTSD.  
*Research study will be conducted by the author of this doctoral project  
Spokespeople 
For the Primary Audience 
A spokesperson who could communicate the benefits of this program to Veterans and 
their friends and family members is Lou Cimaglia.  He is one of the Veterans agents for 
the town of Wilmington, MA. Lou is a passionate advocate for Veterans and beloved by 
the community. Many Veterans turn to him for advice, as he is a trustworthy and caring 
person. Additional spokespersons are former participants of the Eagles Wings program, 
who can share their positive experience and outcomes. 
For the Secondary Audience 
A spokesperson who could communicate the benefits of this program to people within 
the VA healthcare system is Dr. Terry Keane. He is the director of the National Center 
for PTSD-Behavioral Sciences Division and associate chief of staff for research & 
development at VA Boston Healthcare System PTSD (Boston University School of 
Medicine, 2021). A well-known researcher, Dr. Keane has published more than 325 




for the past 37 years. In 2015, Dr. Keane received the John Blair Barnwell Award, the 
highest national award given to clinical researchers by the VA PTSD (Boston University 
School of Medicine, 2021). He is currently the co-Principal Investigator of the 
Consortium to Alleviate PTSD, which is supported by both the VA and the Department of 
Defense. This program is aimed at improving the care of active-duty military personnel 
and Veterans with PTSD (Boston University School of Medicine, 2021). Since Dr. Keane 
is a well-known researcher in the field of PTSD and he is employed by the VA, he would 
be an ideal person to communicate the benefits of the Eagles Wings Exercise Program 
to other people within the VA healthcare system.  
Dissemination Activities, Estimated Budget 
Primary Audience (Veterans, their family and friends) 
Written and electronic. Information about the results of the study will be 
disseminated through local newspaper articles and social media, such as Facebook, 
about two months after study results are finalized. Brochures about the study results will 
be distributed through local Veterans organizations and Veterans agents at around the 
same time. The brochures will include testimonials and provide an email address where 
people can contact the author for more information.  
Person to Person. It is hoped that study participants will share information about 
the program with other people. Local Veterans agents may share information with local 
Veterans after speaking with the author or receiving brochures. 
Secondary Audience: referral sources and VA 
 Written and electronic. Emails will be sent to lead occupational therapists and 
mental health professionals within the Massachusetts VA system to inform them about 




 Results of the study will be written into scholarly manuscripts and sent to the 
American Journal of Occupational Therapy and other journals such as the Journal of 
Traumatic Stress to be considered for publication. Another option is to write an article for 
a magazine such as OT Practice. Information about the study will also be shared in 
professional social media such as LinkedIn and professional listservs.  
Dissemination Budget 
Local newspaper articles    no cost 
Social media such as Facebook   no cost 
Color brochures     $100 
Sharing information by word of mouth no cost 
Emails      no cost 
Journal article submission   no cost  
Evaluation of Dissemination Plan 
Results of dissemination to the primary audience will be evaluated by the number 
of written and electronic communications made, the number of email contacts received, 
and the number of Veterans enrolling for the second session of classes. Results of 
dissemination to the secondary audience will be evaluated by email contacts received 
from professionals within and outside of the VA system, publication in a journal or other 
publication.  
Conclusion 
This chapter has provided information about the dissemination plan. Goals, key 
messages that will be communicated, and spokespeople who can communicate these 
messages have been outlined. Specific activities that will be used to disseminate the 




a plan to evaluate the results of the dissemination efforts has been included. Through an 
effective dissemination plan, Veterans, their family and friends, and VA professionals will 






CHAPTER EIGHT – Conclusion  
Veterans with trauma from combat are at increased risk of developing Post-
traumatic Stress Disorder (PTSD; Goldberg et al., 2016; Wisco et al., 2014). Although 
there are many evidence-based psychological interventions, the unfortunate reality is 
that many Veterans with PTSD don’t want to participate in psychological therapy 
(Tanielian et al., 2008; Keller & Tuerk, 2016) and even the best psychological therapies 
only cure PTSD about half the time (Eftekhari et al., 2013). This highlights the urgent 
need for innovative interventions.  
 Occupational therapists can offer a different approach that includes teaching 
strategies and coping skills such as stress management, relaxation techniques, and 
sensory-based techniques to help people with PTSD manage symptoms and reduce 
triggering of hypersensitivity, dissociation, and flashbacks (American Occupational 
Therapy Association, 2015). These techniques should allow people with PTSD to 
participate more fully in meaningful activities and roles. The Eagles Wings exercise 
program presented in this doctoral project includes a structured protocol of physical 
exercises to increase body awareness, promote relaxation, and improve functioning of 
protective reflexes in order to desensitize people who have PTSD to physical sensations 
associated with the trauma.  
A single-subject design study will test the effectiveness of the program. If the 
program successfully decreases PTSD symptoms and increases function, then it might 
be a viable treatment that could be used prior to or during treatment with trauma-based 
therapies. It could also be offered as an alternative for people who choose not to engage 
in therapies that involve recounting a traumatic event or who have had a negative 




I developed this program with hopes of helping Veterans to do what they want 
and need to do. The program is easy to implement with a structured protocol, it has a 
low cost, and it can be applied in many settings to reach a wide range of people who 
need it. My goal is to have this treatment accepted by the U.S. Department of Veterans 
Affairs so that Veterans throughout the country can have access to it.  
The scope of the program could also be expanded to help more people. I would 
like to use this program or a similar one with individuals who have autism to decrease 
fight or flight responses referred to as ‘meltdowns’. Since the Eagles Wings exercise 
program is based on decreasing fight/flight and freeze reactions, it’s use could be 
expanded to a variety of other diagnoses that involve fight/flight and freeze reactions as 





APPENDIX A – Exercise Protocol 
 
Starfish  
Lie on your back with arms and legs extended about 45° to the sides, with hands 
open. Hold for a count of 6. Cross your left ankle over your right  and bend your 
knees toward your chest, lifting your feet off the mat. At the same time, place your 
right hand across your chest then place your left wrist on top of your right wrist 
with both hands fisted. Tuck your chin. Lift your shoulders and upper back off the 
mat and hold for a count of 6. Repeat with the right ankle and wrist on top.  
Repeat 10 times (or fewer if needed). 
Prone extension 
Lie face down on the mat, with arms above your head and legs straight. While 
continuing to look at the mat, lift your arms and chest slightly off the mat. At the 
same time, lift your thighs off the mat while keeping legs straight. Hold for a count 
of 6. 
Repeat 10 times (or fewer if needed). 
Cat/cow 
Get into a position on hands and knees. Raise your back up in the air, tucking 
your pelvis and bending your neck as if you are looking at your knees. Next, 
while remaining on hands and knees, lower your back toward the mat while 
sticking your buttocks out and extending your neck as if you are looking at the 
top of the wall. Go at a pace that is comfortable for you.  
Repeat 10 times (or fewer if needed). 
The Rockback 




You can rock your buttocks back until they touch your heels or you can just rock 
back and forth a little. Try to maintain a steady rhythm. 
Repeat 20 times (or fewer if needed). 
The Fencer 
1a) Lie on either your front or your back. Straighten your right leg. Straighten your 
right arm 90 degrees to your side. We will call this the straight side. Bend your 
left knee 90 degrees, keeping your knee and legs on the mat. Bend your left 
elbow 90°, keeping your elbow and arm on the mat. We will call this the bent 
side. Turn your head to look at your right hand (on the straight side). Hold for a 
count of 10.  
1b) Switch so that the left side is now straight and the right side is now bent. Turn 
your head to look at your hand on your straightened left arm.  Hold for a count of 
10. 
Repeat 1a and 1b six times. 
2a) Now turn your head to look at your right bent arm. Hold for a count of 10. 
2b) Switch so that the right side is now straight and the left side is now bent. Turn 
your head to look at your left bent arm. Hold for a count of 10.  
Repeat 2a and 2b six times.  
Yoga Ball Throwing 
This exercise will be performed during group exercise sessions and at home if 
possible. Lift the yoga ball over your head. Throw it to a partner. Your partner 
throws it back to you. Catch it. 






Weekly Home Exercise Log 
Write the number of repetitions you did each day: 
Exercise and 
recommended no. of 
repetitions  
  Sun.   Mon.   Tues.   Wed. Thurs.   Fri.   Sat.   
Starfish (10) 
       
Prone Extension (10) 
       
Rockback (20) 
       
Cat/Cow (10) 
       
Fencer (6 straight) 
       
Fencer (6 bent) 
       
Yoga Ball Throw (20)        
Other exercise done 
today:  





APPENDIX C – Executive Summary 
Introduction  
The Eagles Wings Exercise Program is offered free of charge to military 
Veterans with PTSD. The program is designed to reduce PTSD symptoms and improve 
everyday functioning. Post-traumatic Stress Disorder (PTSD) is caused by direct or 
indirect exposure to trauma, and may present in up to 23% of war veterans (Fulton, et 
al., 2015). Exposure to combat increases the likelihood of PTSD (Goldberg et al., 2016; 
Wisco et al., 2014).  
People with PTSD experience symptoms of hyperarousal such as irritability, 
aggression, being overly alert for danger, startling easily, difficulty concentrating, 
difficulty sleeping, and self-destructive or reckless behavior (American Psychiatric 
Association, 2013). Often, people with PTSD try to avoid reminders of the traumatic 
experience. When a certain place, object, thought, memory or feeling reminds them of 
the traumatic experience, they may have flashbacks in which they feel that the traumatic 
experience is happening again. PTSD may lead to a negative outlook, feeling isolated 
and being less interested in participating in activities (American Psychiatric Association, 
2013).  
PTSD affects quality of life, such as relationships, job performance, participation 
in community activities, physical health, enjoying free time and finding purpose in life 
(Karstoft et al., 2015; Ramchand et al., 2015). In a study by Prigerson et al. (2001), 
people with trauma related to combat were 3.6 times more likely to be unemployed and 
2.8 times more likely to have been fired in the last year compared to people with other 






Two key ingredients in treatments for PTSD are pairing traumatic memories with 
relaxation and awareness of the present moment. During treatment, traumatic memories 
are often paired with relaxation to decrease fear brought on by the memory (Sebastian & 
Nelms, 2017). This can be done purposefully during trauma-focused therapy (U.S. 
Department of Veterans Affairs/Department of Defense, 2017) or it may happen as 
memories naturally occur while the person with PTSD is in a relaxed state such as 
during breathing-based meditation (Seppälä et al., 2014). Awareness of the present 
moment seems to be an important factor in treatments such as mindfulness, Eye 
Movement Desensitization and Reprocessing, the Emotional Freedom Technique, and 
exercise. The Eagle’s Wings exercise program will use specific exercises to increase 
body awareness and promote relaxation in order to desensitize the individual to physical 
sensations associated with the trauma. 
The most effective treatments for PTSD are trauma-focused treatments involving 
recalling the traumatic event and processing thoughts and emotions related to the event, 
such as Prolonged Exposure, Cognitive Processing Therapy, and Eye Movement 
Desensitization and Reprocessing (American Psychological Association, 2017a; 
American Psychological Association, 2017b; Haagen et al., 2015; U.S. Department of 
Veterans Affairs/Department of Defense, 2017). Although these treatments are 
considered effective, trauma-based treatments don’t cure PTSD for everyone. For 
example, although Prolonged Exposure is one of the most highly regarded treatments 
for PTSD, 46% of Veterans still suffered from PTSD after receiving Prolonged Exposure 
treatment in real-world VA settings (Eftekhari et al., 2013). 




mental health services. Reasons include concerns that receiving treatment could harm 
their careers, that coworkers will have less confidence in them, or that they might be 
denied a security clearance. Some believe that mental health treatment won’t be 
effective, while some are concerned about the side effects of medication (Tanielian et 
al., 2008). Some Veterans choose not to participate in trauma-focused treatment for 
PTSD because they fear that it will increase distress (Keller & Tuerk, 2016). Others start 
trauma-focused treatment but drop out due to actual increased distress (Eftekhari et al., 
2013; Hundt et al., 2018).  
There is a need for alternative treatments that can be used alongside, before, 
after, or as an alternative to trauma-based treatments so that Veterans can get more 
relief from PTSD symptoms and function better in their daily lives. Moreover, a program 
that is provided in a community setting that doesn’t overtly appear to be mental health 
treatment may be more acceptable to these Veterans. Complementary and integrative 
health practices may help fill this treatment gap.  
Complementary and Integrative Health Practices 
While the U.S. Department of Veterans Affairs/Department of Defense doesn’t 
recommend using complementary and integrative health practices as primary treatments 
for PTSD, they are frequently used as a component of treatment within the U.S. 
Department of Veterans Affairs/Department of Defense healthcare system (U.S. 
Department of Veterans Affairs/Department of Defense, 2017; Libby et al., 2012). 
Preliminary studies show positive effects on PTSD from mindfulness (Polusny et al., 
2015; Kearney et al., 2013), breathing-based meditation (Seppälä et al., 2014), mantra 
repetition (Bormann, et al., 2018), yoga involving physical postures (Davis et al., 2020; 




et al., 2011), exercise (Whitworth & Ciccolo, 2016), and therapeutic horseback riding 
(Lanning et al., 2017).  
Defense Cascade Theory 
This author has developed another type of exercise program based on the 
defense cascade theory. The defense cascade theory (Koslowska et al., 2015) provides 
a physiological perspective on how trauma leads to PTSD. This theory addresses the 
way that the body protects itself when under extreme stress. First the body prepares for 
action by increasing the heart rate, breathing rate, and muscle tone in the back and 
postural muscles. These reactions prepare the person to fight off the threat or run away. 
When fight or flight are not seen as being possible, the person may freeze. They may be 
conscious and aware of what is happening but unable to move or scream (tonic 
immobility) or they may lose consciousness partially or completely (collapsed 
immobility). Dissociation is connected with tonic mobility (Koslowski et al., 2015). During 
dissociation, a person may have flashbacks in which they feel that the traumatic event is 
happening again, or they may feel that their surroundings aren’t real (derealization) or 
that they aren’t connected with their thinking or their body (depersonalization) (American 
Psychiatric Association, 2013). Sometimes people continue to experience fight or flight 
stress symptoms such as increased heart rate and muscle tension even long after a 
traumatic event is over. Other people may experience ‘freezing’ involving dramatic 
decreases in heart rate and blood pressure after the traumatic event (American 
Psychiatric Association, 2013).  
Role of OT in PTSD care 
Occupational therapists use a variety of techniques and strategies to help people 




roles (parent, worker, friend, etc.). Occupational therapists may teach strategies/coping 
skills such as stress management, relaxation techniques and sensory processing–
related techniques to help people with PTSD manage symptoms and reduce triggering 
of hypersensitivity, dissociation, and flashbacks (American Occupational Therapy 
Association, 2015). The Eagle’s Wings program aims to teach Veterans a specific 
coping strategy to decrease PTSD symptoms so that they can participate more fully in 
meaningful activities and roles.  
Proposed Intervention 
The Eagle’s Wings Exercise Program aims to decrease PTSD symptoms and 
improve psychosocial functions through physical exercise. The exercises will be used to 
counteract the effects of the fight/flight/freeze response through increased body 
awareness, relaxation, and muscle tension. Theoretically, the muscle tension that 
develops in the back and postural muscles during a fight or flight state will be countered 
by stretching exercises. Input to the joints and muscles that occurs during exercise is 
proposed to increase body awareness to counter difficulty moving and dissociation that 
occurs during the freeze state. The eight-week program will involve weekly group 
exercise sessions in a community setting and completion of exercises at home for 
approximately 15 minutes a day at least four additional days per week. Participants will 
follow an exercise protocol that can be adapted according to each person’s needs (see 
Appendix A).  
Proposed Research Study 
A single-case design study will be conducted to determine the effectiveness of 
the Eagles Wings Exercise Program to improve the participants’ PTSD symptoms and 




of the program while participants carry on with their lives as usual. Then data will be 
collected for eight weeks while participating in the Eagles Wings program. Follow-up 
data will be collected three months after the end of the program. Changes in PTSD 
symptoms will be measured using the PTSD Checklist for DSM-5 (Weathers et al., 
2013). Psychosocial functioning in the areas of romantic relationships; family 
relationships; work; friendships and socializing; parenting; education; and self-care will 
be measured using the Inventory of Psychosocial Functioning (Marx, et al., 2020). These 
two standard questionnaires will be given at the beginning of the baseline period, 
beginning of treatment, end of treatment, and three months after the end of treatment. 
The Short Post-Traumatic Stress Disorder Rating Interview (Connor & Davidson, 2001) 
will be used to measure PTSD symptoms each week during the baseline and treatment 
periods. Data from the Short Post-Traumatic Stress Disorder Rating Interview will be 
charted to determine changes in symptoms. Symptom change will be verified through 
use of the PTSD Checklist for DSM-5. A pulse-oximeter will be used to collect 
information about resting pulse (heart rate) from home each week. At the end of the 
program, participants and a designated friend or family member will answer targeted and 
open-ended questions about various aspects of the program. Their input will be used to 
modify the program for future use as needed.  
Funding and Dissemination  
Needed funding for the first year of the program is estimated at $2500 dedicated 
for equipment, program supplies and advertising. The largest expenses are mats and 
pulse oximeters. The dissemination goal is to inform Veterans, referral sources and 
healthcare providers of the ability of the Eagles Wings Exercise Program to decrease 




goal is for the U.S. Department of Veterans Affairs to use the Eagles Wings Exercise 
Program as an adjunct or stand-alone treatment. Results of the research study will be 
disseminated through local newspaper articles, social media, emails, word of mouth, 
color brochures, and publication in a professional journal. Estimated cost for 
dissemination is $100.  
Conclusion 
The Eagles Wings exercise program seeks to improve PTSD symptoms and 
psychosocial functioning in military Veterans with PTSD. Exercises will be performed in 
a group with the occupational therapist once a week and home exercises will be 
performed at least four days each week. Exercises will be used to increase body 
awareness, promote relaxation, and improve functioning of protective reflexes in order to 
desensitize the individual to physical sensations associated with the trauma. If the 
program successfully decreases PTSD symptoms and increases function, then it might 
be a viable treatment that could be used prior to, during or after treatment with trauma-
based therapies. Since this program doesn’t involve recounting traumatic experiences, it 
could also be offered as an alternative for people who choose not to engage in therapies 
that involve recounting traumatic events or who have had a negative reaction to these 
treatments. Since this program is community-based, it may appeal to Veterans with 









Theoretical and evidence base of the program 
 
• The Defense Cascade Theory (Kozlowska et al., 2015) explains the physiological 
responses involved in PTSD that result from response to perceived stress. Fight 




APPENDIX D – Fact Sheet 
        Eagles Wings Exercise 
Program for Veterans with PTSD 
         Mary Ethier, OTR/L, MSOT   




The Problem  
• Up to 23% of U.S. Veterans have Post-traumatic Stress Disorder (PTSD) (Fulton 
et al., 2015). 
 
• Symptoms of PTSD include irritability, aggression, being overly alert for danger, 
startling easily, difficulty concentrating, difficulty sleeping, and self-destructive or 
reckless behavior (American Psychiatric Association, 2013). PTSD affects quality 
of life, such as relationships, job performance, participation in community 
activities, physical health, enjoying free time and finding purpose in life (Karstoft 
et al., 2015; Ramchand et al., 2015). 
• Existing trauma-based treatments, that are based on recalling the traumatic event, 
don’t cure all cases of PTSD (Eftekhari et al., 2013). Some Veterans avoid these 
treatments because recalling causes distress or because of the associated stigma 
(Keller & Tuerk, 2016; Eftekhari et al., 2013; Hundt et al., 2018). 
• There is a need for an intervention to reduce PTSD symptoms that doesn’t involve 
recalling the traumatic event and is provided in a stigma-free setting. 
 
The Solution: The Eagles Wings Exercise Program 
 
• Eagles Wings is a group exercise program based on  
movement to reduce stress and promote relaxation to  
decrease PTSD symptoms and promote everyday  
function without purposefully recalling the traumatic  
experience. 
 
• Offered weekly, free of charge, in a community setting  
to reduce the stigma of mental health treatment.  
Each week includes one group session and exercise at 







tone in back and postural muscles. Freeze reactions involving inability to move, 
dissociation, or completely or totally loss of consciousness (Kozlowska et al., 
2015; American Psychiatric Association, 2013) 
• Reflex Integration Theory (Musgutova, 2015) - Protective reflexes are 
unconscious automatic reactions to stress that are involved in fight/flight and 
freeze responses. Certain exercises can improve functioning of these protective 
reflexes and improve the physical symptoms of the stress response. 
• Evidence suggests that activities that increase exercise, relaxation, and 
awareness of the present moment may reduce PTSD symptoms. 
Impact on Future Occupational Therapy Practice  
• It is the author’s hope that after the completion of the effectiveness study, the 
Eagles Wings exercise will provide occupational therapists with an easy-to-use 
tool to enhance the health and wellness of people with PTSD. 
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